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ABSTRACT  
When people are healthy, they are able to accomplish with relative ease what they 
set out to do, such as going to work, traveling, meeting with friends, and taking care of 
their personal necessities. However, once chronic illness becomes a factor in a person’s 
life, he or she is faced with limitations in the ability to perform daily activities, take care 
of health needs and participate in life activities. More effort is required for everyday 
activities, leading to abandonment of previously enjoyed routines and further declines in 
health and quality of life (Erlandsson, 2013a). In response to the complex, dynamic, and 
often unpredictable care requirements of individuals with one or more chronic conditions, 
newer primary care delivery models were developed to improve health management and 
reduce costs (Sevick et al., 2007). The expectation is that these interprofessional team–
based models are the best way to address the needs of persons with multiple chronic 
conditions (Piette et al., 2011). However those charged with providing primary care 
based on these models have been unable to expand beyond disease-based episodic 
approaches and healthcare delivery is thus perceived as inadequate in fully serving this 
growing population (Fortin et al., 2013). 
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The author developed and implemented occupation-based occupational therapy 
(OT) services and the VA Everyday Matters workshop to demonstrate that OT should be 
included as a vital component of a primary care effort aimed at meeting the complex 
needs of Veterans with chronic conditions.  Health behavior theory and occupational 
therapy models informed the role of OT in primary care and the development of the 
workshop. The use of an occupation-based approach represents an innovative change in 
how health promotion is conceptualized and delivered in the traditional primary care 
setting. The immediate and long-term outcomes of this project will have important 
implications for occupational therapy practice and will contribute to a growing body of 
knowledge about the health promoting effects of occupation. Findings from the program 
evaluation will be disseminated throughout the VA and will inform the continued 
development of innovative ways occupational therapy and primary care can partner to 
optimize function and quality of life for at-risk Veteran populations. 
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CHAPTER 1 - Introduction 
With half of all American adults having at least one chronic condition, and almost 
one in three having multiple chronic conditions (MCC), treating chronic disease has 
become a dominant feature of healthcare in the United States for both the Veteran and 
civilian populations (“Chronic Disease Prevention and Health Promotion | CDC,” n.d.). 
In response to concerns over the effectiveness of current healthcare systems in managing 
these complex conditions, recent policy created incentives for healthcare systems to 
restructure current delivery models in order to organize and coordinate care at the 
primary care level (Windel, Anderko, & Konetzka, 2011). To accomplish this, health care 
organizations would have to completely reorganize from a provider-centered disease-
based model to a person-centered team-based model.  
These newer team-based models, called Primary Care Medical Homes (PCMH), 
promote collaborative care, shared decision-making, sustained relationships with patients 
and families, and are expected to be the best way to address the dynamic complex needs 
of persons with multiple chronic conditions (Piette et al., 2011) The Veteran Affairs (VA) 
equivalent of the primary care medical home is called the Patient Aligned Care Team 
(PACT). While significant progress has been made in implementation of the PCMH and 
PACT principles and care processes, both VA and private healthcare systems are 
overburdened and primary care practitioners report numerous barriers to addressing 
patient specific behaviors or personal and contextual elements that are seen as central to 
behavioral management of chronic conditions (Midboe, Cucciare, Trafton, Ketroser, & 
Chardos, 2011).  
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The problem being addressed is twofold. The first aspect is that the daily living 
and personal factors that influence health and impact functioning are not being 
sufficiently managed by current medical or traditional health education models (Kennedy 
et al., 2013; Killian, Fisher, & Muir, 2015; Nodhturft et al., 2000; Solimeo et al., 2013). 
As a result, adults with chronic conditions are not receiving the education, support or 
resources believed to be necessary to develop health promoting behaviors, nor are they 
receiving the interventions aimed at restoring functional abilities and capacities for daily 
living (Killian et al., 2015; Solimeo et al., 2013). Second, despite occupational therapy 
(OT) being distinctly qualified to address the lifestyle and contextual factors that 
influence health, there are few examples of occupational therapy as part of primary care 
in the United States (Muir, 2012; “Primary Care - AOTA,” n.d.). It is widely held that 
through engagement in occupation one can influence the state of one’s own health and 
well-being (AOTA, 2014; Christiansen, Backman, Little, & Nguyen, 1999; Hooper & 
Wood, 2014; Jackson, Carlson, Mandel, Zemke, & Clark, 1998; Scaffa, Reitz, & Pizzi, 
2010; Wilcock, 2006). Therefore, this author proposes that OT be included in primary 
care delivery models to enhance occupational engagement of persons with chronic 
conditions by addressing the factors that limit performance of daily living tasks and 
participation in life activities.  
Project Overview 
Four specific objectives were defined for this project. They were: (1) to establish 
a collaborative relationship with PACT providers at the Veterans Administration (VA) 
Long Beach and define a role for OT in primary care, (2) to highlight best practices and 
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the potential value of occupation-based interventions, (3) to develop and implement 
occupational therapy services in primary care at the VA in Long Beach, including a pilot 
of the occupation-based health and well-being group for Veterans with chronic conditions 
called VA Everyday Matters and ultimately, (4) to illustrate the importance of providing 
OT at the primary care or prevention level both within and outside the VA, to influence 
health through engagement in meaningful occupation. 
First presented in this doctoral project is a review of how chronic conditions 
affect health and functioning and an appraisal of the previous models of care that 
informed recent health policy directed towards changing how care is organized and 
delivered. The World Health Organization’s (WHO) International Classification of 
Functioning, Disability and Health (ICF) was selected as an organizing framework in 
consideration of the worldwide effort towards improved management of chronic 
conditions. The ICF uses a classification system to illustrate the effect of health 
conditions on the individual and explain the interplay of factors that can limit or promote 
health and function (WHO | International Classification of Functioning, Disability and 
Health (ICF), n.d.). The relationship between health and occupation and the interplay of 
factors affecting functioning and disability can both be conceptualized using this 
framework.  
Next, evidence will be presented that highlights the role and inclusion of 
occupational therapy in primary care to address declines in function and quality of life 
issues related to chronic conditions (Clark et al., 2012; Killian et al., 2015; O’Toole, 
Connolly, & Smith, 2013). These authors underscore that timely access to OT is 
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important in order to limit factors related to dysfunction. A synthesis of this evidence 
inspiring the mounting impetus for inclusion of OT in primary care and implications for 
this project will be explored through the lens of the Ecology of Human Performance 
(EHP) framework. This model is built around the constructs of person, task, context and 
performance and describes how the dynamic interaction between person, task and context 
impacts performance (Kramer, Hinojosa, & Royeen, 2003). The EHP framework 
compliments the ICF and provides structure for program development and designing 
interventions. While the EHP does not explicitly include occupation as a major construct 
like the other OT ecological models it is understood that, “in the Ecology of Human 
Performance framework, occupations exist when the person and context factors come 
together to give meaning to tasks” (Kramer et al., 2003, p. 225). Ultimately, re-engaging 
in occupations or prevention behaviors usually means initiating and sustaining changes in 
daily routines, which can be challenging for individuals especially when dealing with 
functional declines related to chronic conditions. The Health Action Process Approach 
(HAPA) provides a causal model for health behavior change. This model incorporates 
important aspects of other common health behavior theories such as social cognitive 
theory, theory of reasoned action and the transtheoretical model (Schwarzer, Lippke, & 
Luszczynska, 2011) and was used to inform program elements and interventions in this 
project regarding increasing engagement in activities and occupations or completion of 
personal action plans.  
A description of the proposed program follows the presentation of the explanatory 
and theoretical models. First, the author will describe the systems and culture 
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characteristic of VA Long Beach primary care provider groups and outline the challenges 
of and recommendations for interprofessional collaboration. The systems and culture 
serve as the context within which OT is being implemented. Systems and culture are 
worth mentioning due to the significant influence institutional and political contexts had 
on implementation of this program, akin to the impact of context on initiating and 
sustaining health behavior changes. These recommendations combined with a synthesis 
of similar OT primary care programs, all of which are outside the U.S., informed the 
strategic direction of this project. The author will detail how occupational therapy 
services will be made available through a traditional same-day or appointment-based 
consultative model as well as a Veteran initiated option, providing individual and group 
based services. The proposed group intervention unites the core components of traditional 
disease self-management programs with an occupation-based approach. The program will 
be presented in the context of the VA and more specifically within the VA Long Beach 
Healthcare System, with the understanding that applicability to non-VA systems should 
be considered as well.  
Finally, a program evaluation plan is outlined, which includes a logic model 
illustrating the resources and outputs expected for the project and a separate evaluation 
design for the VA Everyday Matters program is also described. A conclusion follows the 
proposed funding and dissemination plans which are summarized in Chapters 5 and 6 
respectively. 
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Impact of the Project  
Because timely access to care is critical in preventing or limiting factors related to 
dysfunction, by creating appropriate avenues for direct and timely access to OT’s health-
promoting interventions through primary care (Parekh, Goodman, Gordon, & Koh, 
2011), PACT comprehensive approaches will be strengthened. Everyday activity or 
occupation, provides the mechanism for social interaction, strengthening of physical 
capacities and development of identity (Wilcock, 2006). Such is the focus of an 
occupational therapy primary care approach and the VA Everyday Matters program. The 
program modules and group process feature a person-centered approach that promotes 
the Veteran’s own wisdom and expertise, thereby activating his or her innate capacity to 
take part in the everyday and in doing so, heal. Successful outcomes will result in 
dissemination of the VA Everyday Matters program throughout the organization and will 
hopefully contribute to the body of evidence illustrating the value of occupational therapy 
as part of a primary care approach to improving health and well-being. Ideally the 
positive outcomes from this project will compel policy makers and administrators alike to 
specify occupational therapy as an integral part of agendas and services where the 
objective is to improve of health and well-being of individuals, communities and 
populations. 
Domain of Occupational Therapy  
In the Occupational Therapy Practice Framework (OTPF) it is affirmed that, 
“Achieving health, well-being, and participation in life through engagement in 
occupation is the overarching statement that describes the domain and process of 
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occupational therapy in its fullest sense” (AOTA, 2014). Moreover, the use of occupation 
to improve health status is the defining feature and core of contemporary occupational 
therapy practice (Joosten, 2015). The OTPF also identifies the fact that OTs are skilled in 
the evaluation and creation of occupation-based interventions in all aspects of the 
domain, and addressing the interrelationships of factors and the client within his or her 
contexts and environments. Therefore, the response to the identified problem and the 
aspects of the proposed program and expected outcomes fall well within our professional 
domain and practice concerns. 
In summary, including occupational therapy in primary health care at the Long 
Beach VA to improve health and well-being by enabling occupational performance and 
engagement is consistent with the evidence and positively contributes to a comprehensive 
patient-centered interprofessional approach to care. The VA Everyday Matters program 
combined with the constellation of primary care OT health promotion and prevention 
services is the first of it’s kind in the VA. Successful implementation and positive 
outcomes will lead to improved health and quality of life for the Veterans served and 
provide an impetus for expansion of OT services within the VA and ideally throughout 
the US.  
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CHAPTER 2- Theoretical and Evidence Base to Support the Project 
This chapter consists of four main sections that present the evidence and 
theoretical base supporting this doctoral project. The first section explains the nature of 
the problem by describing the concern over the rising prevalence of chronic conditions, 
how these concerns led to the implementation of a national healthcare system policy and 
how OT can address the identified gaps in care and be considered a vital element in this 
transformation. The second section describes system level influences to provision of 
healthcare and how primary care is transitioning into a new model of care delivery called 
the primary care medical home model. In the third section, a shift from the system level 
to the individual level begins with the introduction of the ICF framework as a means to 
explain the impact of health conditions on the person, to identify gaps in care and as a 
structure for determining intervention priorities. This section concludes with a summary 
of the evidence regarding what has been done thus far to address the identified problem.  
The fourth section introduces occupational therapy’s central theme and core of 
OT practice, namely the use of occupation to improve health and the Ecology of Human 
Performance Framework. The Ecology of Human Performance (EHP) framework is 
presented as a means to understand engagement in occupation or human performance. 
Both the ICF and the EHP frameworks emphasize the transactional relationships between 
the person and contextual factors, but the EHP shifts the emphasis to the desired 
outcome, which is occupational performance. The chapter concludes with a summary of 
the evidence related to occupation-focused health and wellness programs and highlights 
where the academic literature influenced the design of this project and the VA Everyday 
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Matters program, which will be explained in detail in the Chapter 3.  
Overview of the Problem  
Chronic illnesses can be understood as those conditions that last longer than three 
months and that cannot be cured by medications. Diseases commonly associated with 
chronic health conditions include arthritis, chronic obstructive pulmonary disorders, 
diabetes, hypertension, coronary heart disease and chronic pain syndromes (“Chronic 
Disease Prevention and Health Promotion | CDC,” n.d.). Individuals with chronic 
conditions typically experience a gradual onset with periods of illness and recovery; as 
such, reductions in activity levels and declines in function are often insidious (Nuño, 
Coleman, Bengoa, & Sauto, 2012). For example, when there are multiple chronic 
conditions, there is a greater decline in the ability to work or participate in usual life 
activities, which contributes to diminished quality of life and increased rates of mortality 
(Zulman et al., 2014).  
Not surprisingly, as functional decline increases there is also an associated rise in 
physician visits, prescriptions, hospitalizations and total healthcare costs (Vogeli et al., 
2007).  Overall, the health care costs for individuals with chronic conditions account for 
approximately 86% of health expenditures in the United States and this number is 
expected to rise as the population ages (“Chronic Disease Prevention and Health 
Promotion | CDC,” n.d.). Figure 1 illustrates how the growing number of people with 
chronic conditions has impacted the health system. However, the impact of these diseases 
on an individual’s wellness indicates that the burden of chronic disease goes beyond 
health and the health care system to influence an individual’s life in a negative way. 
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Thus, the impact and burden of chronic disease on an individual’s daily life is still not 
being effectively addressed, even with the new primary care models. 
Figure 1: Model of the Problem 
 
Similar trends are seen in the Department of Veterans Affairs however, the VA 
population is characterized as older, sicker and poorer suggesting a greater need for 
interventions that effectively manage chronic conditions and mitigate declines in health 
and functional abilities (Darkins, Kendall, Edmonson, Young, & Stressel, 2014). The 
need for more effective chronic disease care models has long been recognized, leading to 
the development of newer models of care within the past decade that include self-
management and health systems components (Nuño et al., 2012). Still, the problem 
remains that current healthcare systems lack the resources to effectively address the 
functional declines, personal behaviors and lifestyle factors that influence and are 
influenced by chronic conditions (Cramm & Nieboer, 2013; Nuño et al., 2012; Solimeo et 
al., 2013).  
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The Transformation of Primary Care 
The implementation of PL 111-148, the Patient Protection and Affordable Care 
Act of 2010 (ACA) marked the beginning of an ongoing transformation in the way that 
healthcare services are organized, delivered, reimbursed and experienced in the United 
States (Killian et al., 2015). This law created incentives for provider organizations to 
reduce fragmented services by organizing and coordinating care for Medicare recipients 
in order to deliver high quality, reduce duplication of high cost services and reduce 
medical errors by re-organizing and coordinating care for Medicare recipients. According 
to the ACA, coordination and management of care is expected to occur at the primary 
care level, with the goal of delivering efficient, effective, holistic team-based care along 
the continuum from prevention to acute care services (Fisher & Friesema, 2013). To meet 
this expectation, primary care delivery systems are transforming to a primary care 
medical home (PCMH) model. The Institute of Medicine (IOM) has described medical 
homes as providing continuous healing relationships in which patients’ needs and values 
are central to the physician-patient partnership (Agency for Healthcare Research and 
Quality, 2013). The five key functions or attributes of the PCMH are: 1) comprehensive 
care, 2) patient-centered, 3) coordinated care, 4) accessible services, and 5) quality and 
safety (“Defining the PCMH | pcmh.ahrq.gov,” n.d.).   
In keeping with this ideal, the Veterans Health Administration, which is the 
largest integrated healthcare system in the nation, began a nationwide implementation of 
its own version of the PCMH model in 2010 called the Patient Aligned Care Team 
(PACT) (Rosland et al., 2013). The Patient Aligned Care Team is comprised of a 
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physician along with nursing and support personnel and is intended to fully transform the 
VA healthcare system into a patient-centered care model. While the PACT principles and 
care processes have resulted in some cost savings and improved patient outcomes, access 
issues, time constraints and limited interprofessional collaboration opportunities continue 
to interfere with providers being able to address the day-to-day challenges inherent in 
living with chronic conditions (Piette et al., 2011). Consequently, a number of credible 
sources have recommended that primary care medical management plans address these 
kinds of daily living challenges, including prevention and self-management strategies in 
order to preserve health and function for individuals with chronic conditions (Cramm & 
Nieboer, 2013; Nuño et al., 2012; Solimeo et al., 2013).  
It should be noted here that the American Occupational Therapy Association 
(AOTA), affirms that occupational therapy practitioners are well suited to contribute to 
interprofessional teams addressing the primary care needs of individuals across the 
lifespan, particularly those persons living with one or more chronic conditions. 
Occupational therapy practitioners’ distinct expertise regarding the significant impact that 
habits, routines, beliefs and environmental influences have on individuals’ health and 
wellness will make their contribution to primary care unique (“Official Documents - 
AOTA,” n.d.). The following diagram is intended to illustrate the policy and system 
changes that highlighted a role for occupational therapy in primary care.  
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Figure 2: Policy and Impact on Occupational Therapy 
Figure 2 diagrams three major influences at play in the transformation of primary 
care into a more holistic model. These include the emerging VA PACT system and 
resulting challenges faced by the PACT teams in the provision of care, recent 
developments in U.S. healthcare public policy and technology and recognized 
deficiencies in delivery of primary care services. In the intersections between the three 
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major influences the dimensions of the Institute for Healthcare Improvements’ (IHI) 
Triple Aim are shown. IHI asserts that the triple aim of reducing costs, optimizing health 
outcomes and improving quality must be simultaneously considered when developing or 
optimizing health system performance (“Institute for Healthcare Improvement: The IHI 
Triple Aim,” n.d.). An example of how occupational therapy can participate with PACT 
is featured in the central intersecting space of Figure 1. The point here is to highlight the 
goodness-of-fit between the key tenets and methodologies of occupational therapy and 
the requisite components of comprehensive and integrative care models such as VA 
PACT. A review of the contemporary literature and an introduction to the conceptual 
models used as a lens to view the problem is presented next. The evidence will provide a 
theoretical foundation for and support the direction of this project, as well as guide the 
development of an intervening model.  
Theoretical or conceptual framework(s) to understand this problem   
Two frameworks were used in this project to better understand the problem and 
frame the response. The International Classification of Disability and Health (ICF) is an 
ideal framework for organizing and describing functioning and disability and contributes 
to the understanding of the problem being addressed. Ecology of Human Performance 
(EHP) is a framework developed “to express the complexity of context and its impact on 
occupational engagement” (Scaffa et al., 2010) and is complementary to the ICF. The 
EHP will be discussed in more detail later in this chapter. 
The World Health Organization presented the ICF in 2001 to provide a scientific 
basis for understanding and studying health and highlights the multidimensionality of 
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disability pertaining to all people and health challenges regardless of medical, physical, 
social or cultural contexts (“WHO | International Classification of Functioning, Disability 
and Health (ICF),” n.d.). The framework portrays functioning as a dynamic interaction 
between a person’s health conditions, environmental factors and personal factors and is 
organized into three levels: (1) the level of the disease or condition, (2) the whole person 
(body structures/functions, activity and participation) and (3) the whole person in context 
(environment and person factors). Figure 3 illustrates the ICF model and levels.  
 
Figure 3: Interaction Between Components of ICF (WHO, 2002) 
The ICF was developed as a classification system and stresses health and 
functioning rather than disability (“WHO | International Classification of Functioning, 
Disability and Health (ICF),” n.d.). Body functions and structures include systems and 
functions at the level of the body such as physiologic systems, sensory function, pain and 
anatomic structures. Problems affecting body structures and functions are considered 
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impairments, and are commonly the focus of rehabilitation efforts.  Disease or disorder 
directly results in impairment, and prolonged problems in the other constructs may 
contribute to physical impairment as well. Activities are understood as the performance 
of tasks such as walking, moving, and self-care. Disease, impairments in body structures 
and functions, restrictions in participation and contextual influences alone or collectively 
can result in activity limitations. Participation refers to involvement in life situations and 
as a member of society, and can similarly influence and be influenced by the other 
components. According to Hemmingsson and Jonsson, (2005, p. 569), “the concept of 
participation not only plays an important role in the ICF classification but has also 
become a central construct in health care, rehabilitation and in occupational therapy”. 
Contextual factors, both environmental and personal, include variables such as social, 
attitudinal and physical environments, and also include a person’s habits, lifestyle, coping 
styles, social background, and are assumed to impact on all three components (“WHO | 
International Classification of Functioning, Disability and Health (ICF),” n.d.).  
While the ICF is useful for understanding the interplay of components, this 
framework is significant for occupational therapy in that it explicitly recognizes the 
relationship between health and occupation through the dynamic interactions between 
health conditions and contextual factors and their effect on participation. WHO describes 
health in its 1986 Ottawa Charter by stating:  
Health is created and lived by people within the settings of their everyday life; 
where they learn, work, play and love. Health is created by caring for oneself and 
others, by being able to take decisions and have control over one's life 
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circumstances, and by ensuring that the society one lives in creates conditions that 
allow the attainment of health by all its members. Health is, therefore, seen as a 
resource for everyday life, not the objective of living. Health is a positive concept 
emphasizing social and personal resources, as well as physical capacities. (p. 2) 
It follows that if health is a resource for everyday life (occupation), and 
occupation influences health, then there exists a reciprocal relationship between health 
and occupation.  The point is, very simply, that WHO stipulates that health is created 
through everyday living, or occupation and participation in society. Hence, in order to 
restore or promote health, interventions should focus on enabling engagement in 
everyday meaningful occupations and enable participation in society and life roles. The 
next step is to examine this assumption to see if it is consistent with and supported by 
evidence from the applicable health sciences and academic literature.  
Previous Attempts to Address the Problem 
A literature review was completed to gather information and evidence regarding 
previous methods used to promote health among adults with chronic conditions. Two 
main questions guided this inquiry into what has been done to address the personal, 
participation and environmental elements that influence, and are influenced by, chronic 
conditions: (1) What is the evidence regarding the effectiveness of health promotion and 
self-management programs for veterans or non-veteran adults with chronic conditions, 
and (2) Is there evidence describing effective methods to provide education, information, 
and support for occupational performance and optimizing participation in life roles? 
Several themes emerged from the literature review including: there is an overall 
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shift from physician prescription to patient self-management; action planning influences 
self-efficacy which in turn moderates successful self-management, and; person-centered 
and occupation-based approaches lead to improved participation in meaningful activities 
which influences quality of life. A synthesis of the evidence related to each theme is 
reported next with particular attention to which features were considered most effective. 
Then, implications for the use of a person-centered and occupation-focused approach are 
presented at the conclusion of this section.  
From physician prescription to patient self-management 
Chronic conditions are almost always associated with aging, and with the 
proportion of people 60 years and older steadily increasing, it is no wonder that chronic 
conditions have replaced infectious disease as the “dominant health care burden” 
(Marengoni et al., 2011 p. 430). That burden is higher when the interplay of multiple co-
morbidities must be considered. The most common triad, as identified by Ward and 
Schiller (2013), was arthritis, hypertension and diabetes; among Veterans the authors 
noted a slight difference in that the most frequently occurring 3-way combination of 
conditions was hypertension, hyperlipidemia and coronary heart disease, which were 
present in 37% of men. The common prescription for medical management of these 
particular chronic conditions involves changes in behavior that often include smoking 
cessation, exercise, dietary changes, reducing alcohol consumption, and medication 
compliance. Because these behaviors are connected with lifestyle and are the result of 
personal choices, the individual is seen as a key factor in successful disease management 
(Ory et al., 2013).  
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This recognition of the impact of personal behaviors on health has resulted in 
recommendation of a preventative approach by means of disease self-management 
programs, in addition to traditional medical management. Self-management can be 
described in terms of the individual taking responsibility for the day-to-day tasks required 
to successfully regulate the health challenges associated with one or more medical 
conditions.  This concept of self-management is further explained in that, “If one decides 
not to engage in a healthful behavior or not to be active in managing a disease, this 
decision reflects a management style” (Lorig, 2003 p.1). In other words, self-
management programs focus on the individual, and imply that change is dependent on the 
person-as-manager developing skills and characteristics to enable decision-making that 
favors selection of more health promoting options. Authors identify two key ingredients 
for success as self-managers: action planning and self-efficacy (Lorig, Laurent, Plant, 
Krishnan, & Ritter, 2013; Ozer & Bandura, 1990) 
Action planning and self-efficacy 
When attempting to adopt new health behaviors, action planning and self-
efficacy, or having a sense of belief in the ability to manage one’s own affairs, are 
considered fundamental to successful self-management (Lorig et al., 2013).  Therefore, 
developing or enhancing self-efficacy is considered an integral component in any 
program where behavior change is the desired goal. Moreover, action planning and self-
efficacy have been found to have a reciprocal relationship of influence (Lorig et al., 2013; 
Sutton, 2008).  
An action plan is a commitment by an individual to accomplish a specific self-
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identified goal, and elements of the plan usually answers the questions of what, how 
much, how often and when the behavior will be performed (Lorig et al., 2013). In their 
longitudinal study on the effectiveness of various components of action planning, Lorig 
et al., (2013) found that the completion rate of action plans increases if the individuals 
feel confident in their ability to accomplish what they set out to do and if the action is 
meaningful to them. Conversely, low confidence in completing plans is associated with 
low completion rates. These authors identify action plans as a way of making a 
commitment to achieve skills mastery, which then promotes self-efficacy and increases 
the possibility of future behavior change. In a 2-arm randomized controlled trial of 
telehealth self-management with 242 U.S. Veterans returning from Afghanistan and Iraq 
with chronic pain, the participants expressed that support and learning how to set goals 
gave them confidence, and completing goals gave them a sense of accountability 
(Matthias, Miech, Myers, Sargent, & Bair, 2012). These data suggest that action plans 
with associated higher confidence levels and support for goal performance can be an 
important part of interventions where behavior change is desired. 
Self-efficacy is defined as “people’s belief in their capabilities to mobilize the 
motivation, cognitive resources and course of action needed to exercise control over 
given events” (Ozer & Bandura, 1990 p. 472). The authors explain the key role of self-
efficacy in health promotion and disease prevention stating that “people tend to avoid 
activities and situations they believe exceed their coping capabilities, but they readily 
undertake activities and select social environments they judge themselves capable of 
handling” (Ozer & Bandura, 1990 p. 472). Activities to enhance self-efficacy are 
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embedded in manualized programs such as the Stanford Chronic Disease Self 
Management Program (CDSMP) and approaches of this type have resulted in short-term 
successes in improving health management behaviors among people with a variety of 
chronic conditions (Darkins et al., 2014; Kennedy et al., 2013; Ory et al., 2013).  
The impact of self-management programs on the healthcare system and overall 
costs of care has yet to be realized. Results from several self-management studies 
describe only short-term reductions in hospitalization and costs, although patient 
satisfaction and improvements in perceived health status were sustained for longer 
periods (Kennedy et al., 2013; Tracy, Bell, Nickell, Charles, & Upshur, 2013). Veterans 
participating in the Stanford CDSMP (N=43) had self reported gains in the ability to 
manage heath issues, communicate with providers, and in quality of life and self-efficacy. 
These results were comparable to similar studies involving non-Veterans (Hundt et al., 
2013; Meyer, Kobb, & Ryan, 2002; Nodhturft et al., 2000; Ory et al., 2013). As in the 
non-Veteran studies, medical record reviews of Veterans in the CDSMP revealed no 
marked or sustained benefit in terms of reductions in medical costs or utilization of 
healthcare services.  
These outcomes were of concern because they contradicted the prevailing theory, 
which was based on the assumption that better self-management of chronic conditions, 
for example via medication management, diet and exercise, leads to reduced utilization of 
high cost healthcare services and results in lower healthcare costs and reduced burden on 
the system. Thus researchers and policy makers were compelled to examine additional 
factors related to health and health promotion, and they discovered that individual 
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environmental, cultural and political factors for example, were also moderators of health 
and health behavior change (Kennedy et al., 2013; Nelson, McFarland, & Reiber, 2007).  
Health behavior change continues to be central to the goal of improved health 
outcomes and cost reductions for health systems. Yet despite the awareness that external 
influences such as environmental, societal and political factors contribute to individual 
and population health (“WHO | Health,” n.d.), the onus is still on the individual and his or 
her ability to lead healthy lifestyles as a principal means to achieve those goals.  
Emphasis on Person-Focused and Occupation-Based Approaches 
Researchers found that the best chance of improving and maintaining health and 
function occurs when activities or occupations are tailored to the individual, are culturally 
relevant and have meaning in the context of a person’s life (Arbesman & Mosley, 2012; 
Clark et al., 2012; Stav et al., 2012). In other words, in order to more effectively 
incorporate health behavior strategies into the structure and context of an individual’s life 
and day-to-day routines, additional emphasis on addressing each person’s unique daily 
living challenges and personal motivations is needed (Kennedy et al., 2013; Linden, 
Butterworth, & Prochaska, 2010; Skaperdas et al., n.d.).  
Daily living challenges and personal motivations were the focus of a survey of 
422 Veterans with chronic conditions on their willingness to learn 22 self-management 
skills (Noel et al., 2007). Veterans with multimorbidities (N=227) were more willing to 
learn all 22 self-management skills than Veterans with one chronic condition (N=195). 
Another difference between the two groups was in the rank ordering of the items 
endorsed. For example, the 5 skills endorsed by the greatest percentage of patients with 
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multimorbidity were: use medications correctly, monitor important symptoms, improve 
sleep, manage pain, and reduce stress. For Veterans with a single morbidity, the self-
management skills endorsed were: reduce stress, use medications correctly, manage 
medical emergencies, improve sleep, and identify or use hospital resources. The authors 
conclude that self-management programs are an efficient method to teach generic self-
management training, but that program topics do not cover all the concerns of Veterans 
with multimorbidities, which “underscores the importance of the collaborative 
exploration of patient-identified problems and the development of individualized 
treatment plans” (Noel et al., 2007, p. 422). The authors recommend that while complex 
patients may disagree with their physicians about which problems are most important to 
address, “ideally, targets should be selected on the basis of importance, patient 
motivation, and readiness for change” (Noel et al., 2007, p. 422), because selecting too 
many or the wrong targets can lead to frustration and poor adherence.  
Despite the recommendations for more person-focused and contextually relevant 
approaches, few interventions exist outside of those developed by occupational therapists 
that incorporate these features. Of note, the focus on the person, his or her occupations 
and the context and environments that hinder or support occupational performance is 
fundamental to occupational therapy. However to date, there is just a small body of 
research pertaining to occupation-based approaches for people with chronic conditions; 
the most credible of these studies and outcomes are synthesized in the remainder of this 
section along with a review of occupation and an introduction to the EHP framework. 
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Occupation Influences Health 
Occupational therapists believe that there exists a positive relationship between 
occupation and health, and that people of all ages are essentially occupational beings, 
requiring engagement in purposeful activities or occupations in order to grow and thrive 
(Hooper & Wood, 2014; Wilcock & Hocking, 2015). Moreover, successful performance 
of enjoyable or necessary occupations contributes to well-being and enhances satisfaction 
and quality of life (Fidler, 1996; Horowitz & Chang, 2004; Lambert, Harvey, & Poland, 
2007). Occupations are defined as activities that are culturally and personally meaningful, 
and are “dynamic enterprises that, when engaged in, have the potential to transform the 
person, the context, and at times, the sociocultural order” (Jackson et al., 1998 p. 328). 
The USC Well Elderly Study is a seminal work by Clark et al. (1997), and has served as a 
foundation for subsequent occupation-based interventions for elderly individuals and 
those with chronic conditions. The authors based the program on their “belief in the 
transforming effects of occupation and on the assumption that the ability to find meaning 
through occupation is a central consideration in people’s lives” (Jackson et al., 1998 p. 
328). Thus an occupation-based approach is one where the principal focus is on enabling 
participation or engagement in occupations. It is through engaging in chosen activities 
that transformation occurs as we learn about ourselves and our capabilities, cultivate the 
skills needed to solve problems and develop capacities to adapt to everyday challenges 
(Jackson et al., 1998; O’Toole et al., 2013).  
In studies of occupation-based programs, researchers found greater adherence to 
treatment goals that were client-centered compared to treatment goals that were disease 
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management based and confirmed the importance of selecting activities that have 
meaning in the context of a person’s life (Arbesman & Mosley, 2012; Clark et al., 2012; 
Mountain & Craig, 2011). That is, assisting clients in goal setting around valued 
activities, such as visiting friends and going to the market, resulted in greater success and 
satisfaction than, for example, goals centered solely on a health behavior such as 
exercise.   
Research studies were conducted to examine OT interventions that focused on 
participation, well-being and health maintenance that lasted over periods as short as 6 
weeks and as long as 6 months (Clark et al., 2012; O’Toole et al., 2013). A weekly group 
approach and 1:1 monthly sessions to support individual issues were commonly used in 
programs with longer durations. Of note, the longitudinal study by Clark et al., (2012) 
describes a 6 month occupation based lifestyle redesign intervention that showed more 
favorable change scores relative to untreated controls in several health and well-being 
factors. Specifically, positive changes were found on “indices of bodily pain, vitality, 
social functioning, mental health, composite mental functioning, life satisfaction and 
depressive symptomatology (p<0.05). The intervention group had a significantly greater 
increment in quality-adjusted life years (p<0.02), which was achieved cost-effectively at 
$41.00 per unit” (Clark et al., 2012 p.782). This work represents the strongest evidence to 
date of the role of occupational therapy and occupation-based approaches in prevention 
and wellness interventions to reduce health declines and promote well-being among 
community-dwelling elders. Because occupations cannot be viewed as separate from the 
environments and contexts in which they occur, developing an understanding of factors 
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that limit or support performance is essential in order to construct patterns of occupations 
that are healthful, sustainable and satisfying.  
Ecology of Human Performance 
The Ecology of Human Performance (EHP) framework is an OT ecological 
model developed in 1994 by OT faculty at the University of Kansas to address a need to 
further understand and emphasize the complex role of context in human performance 
(Dunn, Brown, & McGuigan, 1994). An ecological model is concerned with 
understanding the interaction between an organism and its environment. In the EHP 
framework the focus is on the relationship between the person and his or her environment 
and how this affects occupational performance, which is considered the primary outcome 
of interest for occupational therapists (Brown, 2009). 
The primary assumptions in the EHP include: the relationship between the person 
and context is interdependent; human performance and behavior are influenced by this 
relationship; person and context are unique and dynamic; performance can only be 
examined and understood within context; and finally, contexts differ based on whether 
they are contrived versus natural (Dunn et al., 1994). This last assumption is important in 
terms of this project when considering for example, an individual’s occupational 
performance in a clinic setting versus in his or her own home or community. How the 
Veteran functions in the context of his or her own environment is the central focus of OT 
in primary care as proposed in this project. The EHP complements the ICF, but where the 
main emphasis of the ICF is the impact of disease on the whole person, the EHP focuses 
more specifically on the goodness of fit between the person in context, the task and the 
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resultant occupational performance. Use of the EHP framework is ideal in terms of 
highlighting the role of OT in this project in that the primary care OTs principal focus is 
on the individual and management of his or her daily living challenges resulting from 
chronic conditions, while the primary care provider focuses on management of the 
overall disease process. 
The EHP framework is organized into the constructs of person, context, task and 
performance (Kramer et al., 2003). Similar to the ICF, the EHP identifies variables 
associated with the person such as physical attributes, skills and abilities, values and 
interests and life experiences. Tasks and context are roughly the same in the EHP and 
ICF. Tasks are considered as an objective set of behaviors necessary to achieve a goal 
(Brown, 2009). Context is seen as an interrelated set of tasks that surrounds a person and 
is categorized into both temporal and environmental contexts. Temporal context includes 
aspects of chronological age, life stage, health status, whereas environmental is 
comprised of the physical, social and cultural dimensions (Kramer et al., 2003). Persons 
use their skills and abilities to “look through” the context and select the tasks they need 
and want to do. Performance range, or the number and types of tasks available to the 
person is determined by the interaction between the persons’ variables (skills, abilities 
and motivations) and the context variables (supports and barriers). Life roles are defined 
for a person in a particular context and are expressed as a constellation of tasks, and tasks 
may overlap into several roles. The role of the occupational therapist is to change the 
dynamic between the person, context and task so that a wider performance range is 
available to the person to allow engagement in meaningful occupations. 
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This model has been considered controversial in that unlike the other OT 
ecological models the EHP does not explicitly use the term occupation, opting instead to 
use task. The authors intentionally used the term task so that the model could be utilized 
by scholars outside of the OT profession (Kramer et al., 2003). Yet despite the purposeful 
omission of occupation, the authors later explained that “occupations exist when the 
person and context factors come together to give meaning to tasks” (Kramer et al., 2003 
p. 225).  It is important to highlight the tacit manifestation of occupation in the EHP 
model in terms of this project to make clear that the EHP and an occupation-based 
approach are complementary. 
Also included in the EHP model are five different intervention strategies. These 
intervention approaches were listed specifically to encourage OTs to consider therapeutic 
actions directed at the environment (Brown, 2009). Table 1 lists and defines the strategies 
and illustrates the construct where the intervention is directed. The principles and 
constructs of the EHP model informed and shaped the primary care OT services and 
intervention approach outlined in the project. 
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Table 1: EHP Intervention Strategies 
 Definition Person Context Task 
Establish/
Restore 
Efforts aimed at improving the person’s variables to 
improve skills to enable performance 
X   
Adapt/ 
Modify 
Modifying the context of performance or the task 
features i.e. one-handed shoelace tying 
 X X 
Alter 
Interventions aimed at altering the context in which 
the task is performed, such as using the downstairs 
versus upstairs bathroom for example 
 X  
Prevent 
A strategy aimed at prohibiting the development of 
performance problems by addressing all variables 
such as in teaching ergonomics or caregiver training 
X X X 
Create 
Creating circumstances or employing techniques 
such as universal design with the goal of optimal 
performance of disabled and non-disabled alike 
X X X 
 
Conclusion and Summary of Key Features of Health Promotion Interventions  
This chapter reviewed and summarized the emergence of new primary care 
models, the impetus for provision of OT in primary health care and principal evidence 
regarding person-centered management of chronic conditions including chronic disease 
self-management programs and OT occupation-based approaches. Chronic disease self-
management programs are recognized as important for helping individuals with chronic 
conditions to better manage their daily health needs. Key elements include health 
education, support and developing problem solving and action planning skills to build 
confidence and make better lifestyle choices. This represents a shift from a disease-
centered to a person-centered approach, based on recognizing that the person is 
considered the authority over, and is responsible for his or her own health or lifestyle 
decision-making. An occupation-based approach builds on the self management concept 
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by using occupations that the individual defines as meaningful, taking into consideration 
the individuals’ own personal and environmental circumstances in the problem solving 
and adaptive process, with the ultimate goal of maximizing participation in daily life and 
society.  
The overall implications from the literature review suggests that interventions 
directed towards enabling occupational performance and engagement in desired roles and 
activities are associated with greater self-efficacy and quality of life and increased 
participation in society and thus have the potential to influence health and well-being. A 
central focus that reflects the distinct value of primary care OT services is the attention to 
everyday activities or occupation as a means to promote health and well-being. 
Accordingly, the program elements and interventions featured in this project were created 
based on this evidence gathered from review of the literature. To better ground the 
components outlined in this project in a theoretical and practice framework the next 
chapter begins with an overview of the project, a review of the theoretical models 
informing the intervention strategies and a detailed description of the OT services and 
program elements provided through primary care.  
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CHAPTER 3 – Description of the Project 
Project Overview 
It has been established that engaging in occupation can and does help to maintain 
and improve health, well-being and quality of life. The goal of OT in primary care at the 
Long Beach VA is to promote the necessary skills and capacities to enable each 
individual to participate optimally in the occupations he or she needs and wants to do. It 
is therefore essential for OTs to become part of primary care interprofessional teams to 
support Veterans in sustaining and promoting health and quality of life throughout the 
course of their everyday lives.  
Prior to the implementation of this project OT had not been involved with PACT 
teams in the VA for the delivery of health promotion or prevention services to Veterans 
with chronic conditions. Consequently, among the intended outcomes of the doctoral 
project is to demonstrate the role and value of OT as a fundamental component of the 
PCMH model for primary care and the PACT delivery system in a way that will lead into 
subsequent adoption of occupational therapy and occupation-based health promotion 
approaches. This chapter describes the project elements from the initial proposal to 
primary care administration through the overall design and eventual implementation of 
OT services within the VA Long Beach healthcare system.  
The project can be conceptualized in two phases. The first phase consisted of 
establishing a collaborative relationship with current primary care personnel in key 
positions and defining the role of OT in primary care and the general scope of services. 
The second phase encompasses implementation of primary care OT individual and group 
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interventions. The relationship between the theoretical constructs and program elements 
emphasized throughout this chapter demonstrate the scientific soundness and relevance of 
the program design. The chapter concludes with a summary of expected outcomes as well 
as actual and perceived challenges and barriers to integration for the purposes of 
highlighting the feasibility and success of the project.  
Phase 1: Program Theory and Development 
In this first phase the role of occupational therapy in primary care and a plan for 
integration are defined. The theory and development phase can be seen as relationship 
development at the organizational level, and as the ongoing shaping and dissemination of 
the overall role of OT in primary care and the emphasis on an occupation-based 
approach. The occupation-based approach to care can be understood using the EHP 
model, which was introduced in Chapter 2. 
The VA classifies OT as a specialty service, which essentially means that 
Veterans cannot self-refer to OT but must instead be referred through their primary care 
provider or a specialty care physician.  Within the Long Beach VA, Veterans can only get 
access to therapies through physical medicine and rehabilitation (PM&R) physiatrists. 
This process creates a delay in receiving care, as there may be four to six weeks wait for 
a PM&R appointment. Moreover, a physiatrist focuses on the body functions and 
structures and seldom considers biopsychosocial aspects such as self-management or 
lifestyle issues that are of concern to the Veteran and the PACT team. As a result, OT had 
not been previously prescribed for health promoting interventions through PM&R at the 
Long Beach VA. Instead, PM&R typically refers Veterans to OT for the usual purposes 
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of rehabilitation or adaptive equipment for self care.  For these reasons, establishing a 
direct relationship between OT and key stakeholders in primary care to ensure timely 
access to health promoting OT interventions became the first goal of this project.  
Integration Plan 
This writer arranged a concept meeting with the key stakeholders in primary care, 
the primary care Physician and Nurse Chief, to discuss the benefits and opportunities for 
OT to work with PACT to enhance services for Veterans with chronic conditions. An 
overview of the objectives and strategies for incorporating occupational therapy into the 
PACT system, including general occupational therapy approaches and expected outcomes 
at the point of care level is listed in Appendix A.  
 The concept was positively received and a request was made for an 
implementation plan or business proposal. Additional meetings were arranged with the 
Primary Care Nurse Chief to identify barriers as well as facilitators and to identify OT 
function optimally in ways that will improve timely access to primary care services by 
Veterans. These discussions resulted in developing process maps that outlined how OT 
would be consulted and specified that OT would focus on providing secondary and 
tertiary prevention programs and interventions for Veterans with chronic conditions. 
These strategies listed for integration, program development and integration and 
outcomes were included in a formal business plan proposal (Appendix B), which was 
subsequently approved in its entirety by key stakeholders in primary care. Once the 
business plan was approved, a series of in-services and presentations were provided to 
additional stakeholders including primary care physicians, NPs, RNs and LVNs. Official 
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approval of the OT and PACT integration proposal marked the beginning of the 
implementation phase.  
 To better illustrate the relevance and importance of the role of OT in primary care 
at VA Long Beach the scope of this project included Veterans with chronic conditions at 
the level of tertiary intervention and secondary intervention to a lesser degree. Prior to 
implementing the program it was important to create a comprehensive model showing the 
relationship between the elements of the program and the evidence base. However to 
effectively communicate to providers how and where OT fits in primary care it was 
necessary to create a conceptual bridge between the primary care medical model and the 
OT approach. The primary health prevention model served as a useful context within 
which to organize and communicate OT services to primary care providers. 
 Primary health prevention includes a wide range of interventions intended to 
reduce risks or threats to health and is most often delivered in the primary care setting 
(“Chronic Disease Prevention and Health Promotion | CDC,” n.d.). There are three 
categories of prevention: primary, secondary and tertiary. According to the CDC the goal 
of primary prevention activities is to prevent disease before it occurs. The focus of 
secondary prevention is to reduce the impact of a disease or injury that is already present. 
Tertiary prevention aims to help people manage chronic conditions and health problems 
in order to improve and maintain their ability to function, their quality of life and their 
life expectancy. The services and program elements were subsequently organized and 
explained using both the EHP intervention approaches and prevention categories. 
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Phase 2: Implementation Phase 
 The central focus of an occupation-based approach is the Veteran or client. The 
occupational therapist partner with the client to identify occupational performance issues; 
then it is usually the Veteran who develops the strategy and takes ownership of the 
change. The distinct value of OT in primary care is exemplified in this client-driven and 
occupation-based approach. The aim of the interventions is to enhance occupational 
performance. Towards this aim, the EHP framework and health behavior change theory 
are used to guide the OT interventions and lead to improvement in performance skills and 
capacity for engagement in meaningful occupations. The effect of improved occupational 
performance can be demonstrated via measurable outcomes such as self-efficacy, quality 
of life and satisfaction with participation, which are presented in more depth in Chapter 4. 
These outcomes support improved health and reduced healthcare costs. The relationship 
between the theoretical constructs, interventions and outcomes can be seen in Figure 4. 
 
Figure 4: Model of the Relationship Between Theory and Intervention 
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Features of the Program 
 Primary care OT services are now being implemented at the Long Beach VA and 
are delivered in three formats, 1) On-Demand, 2) Consult and 3) Health Promotion 
Groups. The VA Healthcare System uses an electronic medical record to both request and 
record services. Services are requested via a service consult mechanism. The consult is 
received and acted upon by the receiving service ideally within 14 days. As a part of this 
project, the consult request mechanism for OT was added to the menu of primary care 
offerings so that it became an intra-departmental request versus the usual inter-
departmental request. The key difference is that with an intradepartmental structure, 
primary care can access OT immediately and directly versus having to first go through 
Physical Medicine and Rehab, which was characteristic of the interdepartmental 
mechanism. The OT consult request was structured using a template delineating the three 
service delivery formats and main intervention categories as well as a free text option to 
assist the provider in understanding and selecting the desired OT intervention. There are a 
total of 18 PACT teams in the main primary care building, six specialty PACT teams and 
12 additional teams in the community-based outpatient clinics that can now access OT 
services directly, as a result of this doctoral project. Each team has a panel size of 
approximately 1,200 Veterans. Given this large potential population, this author 
introduced OT into primary care with a special focus on providing secondary and tertiary 
prevention for Veterans with chronic conditions as this is a significant at-risk population 
with whom OT can potentially make a great impact (Frenchman, 2015). 
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OT On-Demand 
 Immediate or on-demand access to an OT practitioner during the primary care 
visit can be considered a brief consultative model with the goal of addressing or resolving 
specific occupational issues through task specific training. This model was featured in a 
university affiliated primary care OT approach that recommended a physician and 
therapist co-visit model (Muir, 2012). At the Long Beach VA OT was invited to share an 
office space in one of the team rooms. This made it easy for the providers to contact the 
OT via phone or instant message, and the OT could respond immediately and join the 
provider and the Veteran in the exam room. This requires that the OT be available when 
the provider desires services.  
 The goal is to have one OT practitioner providing on-demand OT in the primary 
care building during normal business hours. Towards this goal, a reapportionment of 
duties was performed and coordination for coverage was then arranged between this 
author and three additional OT practitioners presently employed at the Long Beach VA. 
A senior OT was ultimately designated as the primary care specialist and currently 
provides 50% of the coverage for OT On-Demand. Several of the primary care registered 
nurses (RNs) and nurse practitioners (NPs) had previously worked with the OT Primary 
Care Specialist, which resulted in several OT On-Demand requests per day initially. The 
nature of requests for OT were similar amongst the providers and NPs and pertained 
mainly to concerns regarding falls, mobility, threats to independent living due to 
dementia, hand pain, limitations in ADLs and adaptive equipment. Thus it appeared that 
requests for immediate OT services initiated by providers were associated with perceived 
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risk for imminent functional declines. The willingness on the part of Veterans to see OT 
during or immediately following their primary care visit also influenced utilization of on-
demand OT. For example, if the Veteran had been at the VA for several appointments or 
had a subsequent appointment or commitment, they were less willing to see OT. Most 
Veterans in this situation were willing to see OT at a later date. In these cases, the 
provider entered a consult for OT to be scheduled when it was more convenient for the 
Veteran. 
Consultation to OT 
 Provider consultation for OT services delivered by appointment in the OT clinic 
instead of on-demand in the primary care exam room is currently the most often used 
process for initiating OT services in primary care at the VA Long Beach. The referral 
mechanism for OT services in rehabilitation is the same, however it is the occupation-
based approach and subsequent interventions that differentiate rehabilitation from OT 
health promotion and prevention interventions. This distinction becomes apparent when 
comparing the OT inpatient evaluation, outpatient rehabilitation OT evaluation and 
primary care OT evaluation used by the VA Long Beach OTs. The inpatient evaluation is 
consistent with a bottom-up approach where the emphasis is on assessment of 
performance components and body structures. The primary care OT evaluation uses a 
top-down approach where the occupational profile and client goals and preferences are 
identified first, and then performance skills and capacities are explored to identify 
strengths as well as deficit areas (AOTA, 2014). The outpatient rehabilitation OT 
evaluation is a blend of both approaches. 
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 It is important to note here that the distinction between occupation-based primary 
care OT and rehabilitation services is based on more than just the evaluation template. 
Part of developing an occupation-based primary care OT service was recognizing that a 
fundamental shift in our understanding of how services are perceived and delivered was 
necessary for all stakeholders including OTs, primary care providers and the Veterans 
themselves. AOTA President Ginny Stoffel illustrated this perspective by clarifying that 
occupational therapy practitioners ask, “What matters to you?" not, "What's the matter 
with you?” (“About Occupational Therapy - AOTA,” n.d.). However, there were no 
services aimed at assisting individuals to develop the skills and ability to make 
meaningful change in their daily lives. For this reason the third approach, an occupation-
based self-management and health promotion group known as the VA Everyday Matters 
workshop was developed.  
Health Promotion Groups: VA Everyday Matters 
 VA Everyday Matters is an occupation-focused group designed to help Veterans 
with chronic conditions make desired changes in their daily lives.  The goal of the group 
is to guide Veterans to understand the relationship between what they do everyday and 
their health, and how they can get back to doing what matters to them. Veterans can self-
refer to this group or be referred by their providers or other treatment staff. The group 
intervention is based on the premise that individuals can positively influence their own 
health and well-being through engagement in “occupations that are healthful, meaningful 
and sustainable to an individual within the context of his or her current life 
circumstances” (Matuska & Christiansen, 2008 p. 11). Moreover, everyday activity, or 
  
 
40
occupation, provides the mechanism for social interaction, strengthening of physical 
capacities and development of identity (Wilcock, 2006). Thus, the importance of 
everyday activity in health promotion or the life-giving power of occupation is the 
principle tenet of the VA Everyday Matters program. 
 The content of the VA Everyday Matters program draws from current disease 
self-management models, and is informed by the Ecology of Human Performance (EHP) 
framework, goal setting and behavior change theory such as Health Action Process 
Approach (HAPA) and is reflective of an occupation-focused approach to health 
promotion and well-being. Ann Wilcock (2006) discusses the occupation-focused 
approach stating that “people can improve their health and lengthen life through what 
they do when it is oriented towards maximizing potential within many environments; 
enhances feelings of satisfaction; provides meaning, purpose and belonging; and meets 
basic health needs” (p. 313). From this perspective, occupational performance is 
considered in terms of priorities identified by the individual, contextual influences and 
relevant personal strengths and challenges. Thus, the occupation-focused VA Everyday 
Matters program expands on the typical self-management programs’ disease education 
and health goals by considering overall patterns of occupation, the meaning these 
occupations have to the person, and the unique environments in which they occur. 
Examples of the VA Everyday Matters modules are included in Appendix C 
VA Everyday Matters Format 
 The group is delivered in six 2-hour sessions combining both didactic and 
experiential activities. The VA Everyday Matters modules were designed to promote an 
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understanding of the important role of everyday activities in health and well-being, and to 
develop skills that enable Veterans with chronic conditions to make positive changes in 
their daily lives. The frequency and duration and some program elements were influenced 
by evidence from existing chronic disease self-management programs (Ory et al., 2013), 
a small number of occupation-based health promotion programs in other countries 
(Erlandsson, 2013b; O’Toole et al., 2013; Sprange et al., 2013) and the Well Elderly 
study by Clark et al. (2012). Whereas the group format offers an important social context, 
for some individuals, group participation is not practical or desirable. Therefore a 1:1 
alternative is available where Veterans can work individually with the OT to address 
more complex issues or strategies specific to their condition or circumstances. Ongoing 
support by the OTs is offered weekly through telehealth or in person.  
 The VA Everyday Matters workshop is organized into three phases, each 2-weeks 
long with one session per week. There are 6 education modules, each presented in a 
similar format. The first phase is centered around the idea that occupation influences 
health. The objective is for participants to understand the importance of getting back into 
life and finding something to do that is meaningful to them. The second phase focuses on 
occupational performance. The emphasis is on developing capacities and setting goals to 
create stable routines and promote participation in a variety of contexts. The third phase 
is based on the idea that occupation empowers. In this phase the participants learn to 
advocate for themselves and others and partner with providers to optimize care. 
 The learning sequence was designed so that each session built on the previous 
session. In each session an educational topic is briefly presented followed by an 
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opportunity for reflection through a whole group discussion, pair groups or an individual-
based activity. Evidence suggests that action planning is a key element in health behavior 
change (Clark et al., 2012; Locke & Latham, 2002; K. Lorig et al., 2013; Schwarzer et 
al., 2011), therefore it is incorporated throughout the program. Each session begins with a 
review of the action plans and any barriers encountered. There are “deeper dive” or more 
in-depth activities and journaling topics each session that participants can complete 
during the week, but these are not required. The goals of providing additional activities 
are to promote self-initiation and to provide levels and types of activities that suit a 
variety of learning preferences and skill levels. Opportunities for reflection and group 
discussion for mid-week activities are provided at the beginning of each group. 
 Following the reflection period the main topic is introduced, learning objectives 
are clarified and an activity related to that topic is provided. As suggested by Bastable, 
Gramet, Jacobs and Sopczyk, (2010), the activities are structured in a variety of ways to 
meet the varied learning needs and preferences of the individual group members. For 
example, individual, reflective and written activities are contrasted with group, 
experiential and visual-based tasks. The general content of each module and the 
associated learning goal or target performance component is summarized in Table 2. 
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Table 2: VA Everyday Matters Module Content 
 General Content 
Learning Goal/ 
HAPA Element 
Module 1 
• Discover the relationship between occupation and health, 
• Review of important occupations across the lifespan, and 
variation among group members 
• Identify current occupations and time use patterns 
Self-Awareness 
Health Education 
Social Engagement 
Module 2 
• Review of daily patterns of activity,  
• Identify difficulties with daily performance and time use 
satisfaction,  
• Identify preferred behaviors or activities he or she would 
like to resume,  
• Introduction to goal setting and action planning 
Self-Awareness 
Values Clarification 
Goal Setting /Action 
Planning 
Module 3 
• Introduce problem solving barriers to activity,  
• Understand how health status affects daily activities,  
• Acquire information regarding maintaining basic physical 
well-being 
Problem Solving 
Coping Planning 
Self-Efficacy 
Module 4 
• Strategies for maintaining mental well-being including 
stress management, communication, social relationships, 
and dealing with pain and depression 
Problem Solving 
Adaptive Strategies 
Module 5 
• Deeper review of daily patterns and lifestyle,  
• Optimize group problem solving for barriers to action 
plans, 
•  Confirm strategies for goal recovery,  
• Learning to partner with providers 
Problem Solving 
Goal Recovery 
Maintenance Self-
Efficacy 
Module 6 
• Continue with partnering with providers, 
• Understanding the health system for self-agency,  
• Planning for the future,  
• Group closure 
Self-Agency 
Provider and 
Organization Issues 
 
Description of the Participants and Setting  
 The ideal participants for the VA Everyday Matters group are community 
dwelling adult Veterans with chronic conditions who are self-referred or referred by their 
primary care or other providers for chronic disease self-management support. The group 
is considered appropriate for Veterans who are able to write effectively and read at a 6th 
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grade level for main activities and an 8th grade level for deeper dive elements. The 
Veteran’s physical and mental health status must be considered stable for travel to the 
VA and participation in a two-hour group. The occupational therapist will perform a 
screening to review the Veteran’s medical, cognitive and psychological status, need for 
adaptation of group elements, conditions of the home environment, understanding of the 
purpose of the group and interest in attending all six sessions. 
 The participants are asked to arrive approximately 30 minutes early to the initial 
session to allow time to locate the meeting room and complete the three outcome 
measures including the Stanford Chronic Disease Self-Efficacy Scale (SES), the World 
Health Organization Disability Assessment Schedule (WHODAS 2.0) and the EuroQol 
(EQ5D). These same measures will be repeated again at the end of the last session. 
Additionally, the participants are asked to complete a brief questionnaire regarding 
satisfaction and perceptions of the group (Appendix D). The measures are presented in 
detail in Chapter 4. 
OT Practitioner Knowledge and Skill  
 The effective delivery of the group elements and quality of the support strategies 
relies on the therapist having knowledge of and experience with goal setting and action 
planning and competence with approaches that foster client initiation and responsibility. 
The program elements are designed to elicit self-observation of occupational performance 
challenges. Identifying barriers and facilitators to achieving goals and developing 
adaptive strategies are addressed in the modules and supported by the therapist during 
group discussions. This structured process requires that the therapist posses and utilize 
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contemporary OT knowledge and theory, such as the EHP to promote effective 
knowledge translation. Between sessions, the therapist contacts each participant on a day 
and time specified during the first session and is encouraged and supported to follow the 
concepts presented in the modules including goal setting, action planning, doing, 
addressing barriers, developing adaptive responses and reflecting.  
 Understanding behavior change and motivational interviewing (MI) principles is 
vital for delivering the action planning and behavior change elements of the program. 
Any OT facilitating the Everyday Matters group must demonstrate proficiency in goal 
setting, action planning, and principles of behavior change. For this reason, the OT staff 
was provided with formal training in MI at the Long Beach VA, along with a review of 
goal setting and action planning principles. Additionally, each therapist was provided 
with a facilitator’s guide to support the content of the modules and promote fidelity. Key 
features of the HAPA model that informed the project are presented next, followed by MI 
strategies that are essential to support action planning and participant self-agency.  
Health Action Process Approach (HAPA) 
 Facilitating initial behavior change and fostering long-term engagement in health 
promotion activities requires an understanding of how change occurs. For this project, 
knowledge must extend to how individuals with chronic conditions integrate healthy 
behaviors and disease self-management into their daily lives. It is known that health 
regulation is more demanding for individuals who face lower preexisting levels of 
physical ability, perceived barriers to health promoting activities and poor social support 
than for the general population (Arbesman & Mosley, 2012).  
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 In a systematic review of research regarding adherence to physiotherapy regimens 
among individuals with chronic conditions (McLean, Burton, Bradley, & Littlewood, 
2010), the authors found that interventions may be most effective when they (1) address 
motivational elements, (2) help patients to manage barriers, and (3) manage issues related 
to health care providers and organizations. These aspects are embedded in the program 
objectives and can be understood using the HAPA model, which is illustrated in Figure 5. 
HAPA is a self-regulation framework that has been found useful in rehabilitation and 
other health settings to describe, explain and predict changes in health behaviors among 
people with chronic conditions (Schwarzer et al., 2011). Consequently, employing a 
health behavior theory such as the HAPA model is essential because it explains how 
change takes place, clarifies why some individuals change whereas others do not, and 
specifies relevant causal factors. 
 
Figure 5: HAPA Model (Schwartzer, 2005) 
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 In the HAPA model, behavior change is understood as occurring across three 
phases characterized by levels of motivation and volition; namely, preintenders, intenders 
and actors. Preintenders have not engaged in health behavior change recently, nor do they 
plan on doing so. Intenders are engaged in planning to make changes whereas actors are 
currently implementing the action plans developed. The model illustrates the variables 
that mediate or explain how change occurs and moderating effects across all three phases, 
including self-efficacy, outcome expectancies, risk perception, action planning and 
barriers and resources. Implied in this model is the fact that a mediator in one phase can 
serve to moderate the change effect in another phase thereby creating cases of moderated 
mediation (Schwarzer et al., 2011; Sutton, 2008). For example, in the preintender stage 
perceived self-efficacy mediates intention, whereas among intenders, action planning 
mediates action but perceived self-efficacy affects or moderates the degree to which 
action planning influences subsequent action. That is, people who have self-doubts about 
whether they can improve their health status might fail to act upon their plans. These 
important theoretical constructs informed the aspects of the VA Everyday Matters 
program that involved making lifestyle or daily living changes.  
Introduction to Goal Setting and Health Behavior Change 
 Goal setting and action planning are key components of any program where 
health behavior or lifestyle change is the intended outcome (Lorig et al., 2013). The 
participants in the VA Everyday Matters program are introduced to formal goal setting 
and action planning techniques in module 2. Each week the participants are asked to 
write down their goals, monitor goal performance during the week, and indicate goal 
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performance and satisfaction using a 0-10 Likert scale. The information each week is 
discussed and kept by the OT for later analysis.  
 Many people require a more structured approach to goal attainment, however 
individuals with multiple chronic conditions (MCC) have even greater difficulty pursuing 
health behavior goals due to physical debility and onerous disease management regimens 
associated with having multiple chronic conditions (Kennedy et al., 2013). Generally 
speaking, health challenges affect a person’s capacity to adapt throughout the day. More 
precisely, cumulative disease related demands, unstable environments and disruptions in 
daily routines tend to consume an individual’s self-regulatory resources, such that he or 
she is unable to manage self care decisions (Martin Ginis, 2010; Wood, Quinn, & Kashy, 
2002).  Under such circumstances, goal support can be important in developing 
participant confidence for self-management and in coping with unforeseen challenges.  
 While setting a goal increases performance, certain other conditions are critical 
for goal achievement; the most important of which are goal acceptance and commitment, 
as well as goal difficulty and feedback (Locke & Latham, 2002). When a person is 
attempting to adopt new health behaviors, having confidence in the ability to manage his 
or her own affairs is considered essential for successful self-management and is in fact a 
significant predictor of well-being (Christiansen et al., 1999).  Therefore, developing or 
enhancing self-efficacy is an integral component in any program where behavior change 
is the desired goal. Having ongoing support to address barriers to success and reinforce 
the participant’s progress has shown to improve self-efficacy and integration of health 
promoting activities in daily routines (Noel et al., 2007).  
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Individual Goal Support 
 The OT provides telehealth or in-person support during each week. The main 
purpose of providing targeted support is to keep goal acceptance and commitment high. 
This means the participant needs to perceive that he or she continues to be capable of 
achieving and sustaining the desired level of performance, also referred to as 
maintenance self-efficacy. For this reason, the therapist does not provide advice nor aims 
to be perceived as the source of power, but instead asks guiding questions to facilitate the 
participant’s own problem solving and strategy development. Also known as 
motivational interviewing (MI), this type of approach is fundamental to fostering the 
ability to self-manage, and has shown to be successful in health coaching for persons 
with chronic conditions (Linden et al., 2010).  
 The core concept of MI is to promote self-determinism using strategies such as 
reflections and affirmations, resolving ambivalence and building confidence. The process 
and use of inquiry are designed to elicit reflection and problem solving and may include 
questions to the client regarding: reaffirming goal importance from the client’s 
perspective; asking for clarification of statements or specificity of goals; discussing 
barriers encountered and soliciting possible solutions, and; recognizing goal progress and 
providing support for goal recovery. 
 An example of how the core strategies are applied can be seen in the following 
table depicting a conversation template addressing the goal of walking. The provider can 
refer to these core strategies as outlined in the conversation template shown in Table 3 
during support calls.  
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Table 3: Motivational Interviewing Script for Goal of Walking 
Strategy Goal Met Yes Goal Met No 
1. Tell me about how you’ve 
been doing with walking 
(goal)  
Acknowledge success.  
What do you think 
helped you be able to 
walk everyday? 
Acknowledge attempts 
What interfered with your 
daily walk? 
2. Discuss and challenges and 
barriers 
Did you experience any 
challenges? If yes, how 
did you deal with 
them?  
Provide disease 
management education 
as needed 
If more than 1 barrier, 
inquire as to which barrier 
interfered the most, and 
the extent of control the 
participant has over this 
occurrence 
Provide disease 
management education as 
needed 
3. Elicit potential solutions 
from participant 
 What do you think would 
help with (the challenge)? 
4. Identify recovery strategies Do you anticipate any 
challenges to walking 
daily next week?  
If this was still an issue, is 
there another way you 
could still walk (goal)? 
5. Identify goal for the 
upcoming week and reaffirm 
strategies 
If goal was met for the 
week, ask if they want 
to stay at the same 
level or increase, and 
identify a specific 
time/level. 
If the participant 
identifies recovery 
strategies ask if they want 
to stay at the same level 
or increase, and identify a 
specific time/level. 
6. Identify level of importance 
and confidence level 
regarding being able to meet 
the goal for the week 
 If confidence is less than 
a 7, go back to strategy 3. 
7. Ask participant why this is 
so important in their lives. 
Reflect back what the 
participant says to 
affirm importance 
Reflect back what the 
participant says to affirm 
importance 
8. Confirm next contact 
date/time/method (1x/week) 
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During the initial goal setting activity in module 2, the participant receives brief 
instruction in creating actionable goals using principles similar to the S.M.A.R.T. goal 
setting method. The S.M.A.R.T. goal evolved from Locke and Lathams (2002) Goal 
Theory, and includes identifying Specific, Measurable, Attainable, Realistic and Time 
limited objectives ( "MindTools.com,” n.d.). For example, if the participant’s most 
important goal is to increase walking for exercise, the participant would identify aspects 
of what, how, where and when to perform the goal. That is, how far or how long he or 
she wants to walk, how many days per week and at what time should this activity ideally 
be performed. Once the goal is identified, a baseline or current performance level is 
established, the participant is encouraged to record the details of his or her goal activity 
and share the information in the group the following week. For example, if the target goal 
is to walk daily for 30 minutes. The participant would record the time spent on his or her 
daily exercise walk and any comments regarding performance.   
Expected Outcome 
 Being able to participate in meaningful activities and everyday occupations helps 
sustain and promote health, whereas illness and debility related to chronic conditions 
interferes with or prevents the ability to perform usual routines and daily living activities 
and therefore diminishes quality of life. By incorporating activities that clarify the 
Veteran’s values and goals, identify contextual factors that influence performance, and 
develop adaptive strategies and action plans, Veterans are expected to develop the skills 
and capacities needed to be more successful in self-management of health issues and 
increase engagement in life and society in ways that are meaningful to the individual. 
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Barriers and Facilitators 
There are several barriers related to attempting to work as part of an 
interprofessional team to provide a holistic approach to services for Veterans with 
chronic conditions. These limitations can be conceptualized as contextual factors that 
serve to moderate OT integration with primary care and the number of Veterans served.  
 With the emphasis on care coordination at the level of primary care and adoption 
of the PACT model, providers are still adjusting to functioning as a physician-nurse team, 
and more recently having to determine the role of the mental health provider in primary 
care (Van Hoof & Polifroni, 2013). Initiating on-demand OT services in the primary care 
clinic introduces another factor to which providers are asked to accommodate during 
what is perceived as a continuous climate of change. From a burden perspective, adding 
OT to the PACT team essentially means requiring the primary care provider to enter 
more referrals, thus adding to what the provider needs to accomplish each visit. For this 
reason it is important to understand provider burden so that the time required for entering 
the consult for OT is offset by value added. Factors that are considered to be a barrier for 
one provider can be perceived as a facilitator by another. For instance, some providers 
now utilize the OT as an adjunct to the visit, allowing the OT to more thoroughly explore 
the Veteran’s issues or providers concerns while the provider moves on to the next 
appointment. The OT then makes recommendations for any follow up actions such as 
equipment or further visits needed. By using a dynamic approach to care these providers 
are satisfying the Veteran’s concerns by integrating the OT immediately into the visit.  
 Barriers to adoption and expansion of OT services are related to limitations in 
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awareness of OT in general and more specifically to the role of OT in primary health 
care. Previously, primary care providers had little or no direct contact with OT because 
all referrals went through PM&R. Similarly, Veterans have little awareness of OT in 
health promotion and prevention roles as Veterans are usually referred to OT for episodic 
care after an injury or for adaptive equipment. Moreover, during outreach events 
Veterans have reported to this writer that they typically seek care for emergent issues and 
not usually for prevention or everyday lifestyle issues.  
 Additional primary care teams are being added at the Long Beach VA and 
availability of exam space is lessening. Under these circumstances competition for 
treatment space limits the opportunity for OT to participate in visits and maintain a 
presence in primary care.  
 The requirement that most actions must go through the primary care providers 
places undue burden at this level and requesting that the provider enter consults for OT is 
seen as a barrier to service. For this reason, primary care providers have been supportive 
of Veterans being able to self-refer to OT health promotion and prevention services that 
are commensurate with primary and secondary prevention activities. This was negotiated 
during this project and supports the principle of transferring responsibility of 
management of lifestyle and healthy behaviors away from the provider and on to the 
individual. When services can be accessed directly by the Veteran, outreach and 
education becomes a key factor.  
 Service productivity requirements are seen as barriers to OT availability for on-
demand services. Being immediately available to providers requires that the OT not have 
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scheduled appointments while in the primary care clinic. During the initial development 
of OT in primary care and on-demand services it was understood by administration that 
the OT would have low productivity. However it is expected that the usual productivity 
standards will eventually be met. Unless administrative adjustments are made that lower 
the productivity threshold, OT on-demand may not be seen as valuable or sustainable 
from a cost perspective. Given that one of the imperatives of healthcare transformation is 
to reduce costs of care, focusing OT services towards tertiary prevention or higher 
complexity issues such as reducing hospital readmissions may have greater impact and be 
more sustainable. In fact, OT is being added to the primary care transition team for this 
purpose. In order to expand services, additional OT staffing is required for shifting 
services from OT on-demand or other programs will be necessary. Data on program 
utilization from the evaluation plan will provide the information to aid in decision-
making regarding staffing needs and allocation. 
Summary and Implications for Occupational Therapy Practice 
 This chapter introduced the development and implementation of an innovative 
model for the integration of OT into primary care. The model included three service 
delivery mechanisms: on-demand, consultation and health promotion groups. One 
particular group, VA Everyday Matters has been described in detail with an emphasis on 
theoretical foundations and supportive evidence.  
 Evidence shows that understanding the incorporation of healthy behaviors or the 
habituation process also requires expanding the focus from the individual and 
occupations to include the situations and circumstances in which people coordinate their 
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actions through their environments (Clark et al., 2012; Kennedy et al., 2013; Wood et al., 
2002). This expanded view of the individual and influence of contextual factors on 
performance is illustrated in the ICF and EHP models. Incorporating the HAPA model is 
useful for guiding the aspects of interventions specifically directed towards planning and 
implementing health behavior change. Analysis of referral patterns and the nature of the 
Veteran’s concerns will help shape and refine OT services in primary care. Successful 
outcomes from the VA Everyday Matters study will support further exploration and 
expansion of the group to additional populations and settings throughout VA and non-VA 
settings. The plan for evaluation of the on-demand, consultation and VA Everyday 
Matters program is introduced next in Chapter 4. 
 
  
 
56
CHAPTER 4 – Evaluation Plan 
 
 The central focus and overall goal of the doctoral project was to establish a direct 
service relationship with primary care and participate as part of a primary care approach 
towards maintaining the health and well-being of Veterans with chronic conditions. In 
Chapter 3 the project was described as being in two phases. The initial phase consisted of 
program development and integration activities with primary care, and the second phase 
focused on implementation of the programs and services in this project. Evaluation of 
how OT services are being utilized and the effectiveness of interventions towards 
improving the ability and capacity to participate in meaningful occupations is necessary 
to refine the delivery and content of OT services in primary care.  
Introduction to the Evaluation Plan 
 For this project a formative program evaluation was designed to analyze the 
implementation and preliminary outcomes of the VA Everyday Matters program and 
primary care OT services overall to ensure optimization for success. Results from 
execution of the evaluation plan will contribute to understanding the relevance and 
effectiveness of the program aspects and identify potential for program adjustment or 
suggestions for future work or adaptation of program elements for additional populations. 
 The evaluation plan begins with introducing the logic model, which illustrates the 
resources, main problem addressed and program theory, a brief description of the project 
elements and overall goals and projected outcomes of the program. The chapter continues 
by expanding on the logic model with the evaluation goals and questions, a review of the 
performance measures and evaluation methodology. Next, the plan for data collection, 
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management and analysis methods are presented. Chapter 4 concludes with potential 
limitations to the evaluation and a discussion of the possible implications for the VA 
Everyday Matters program and overall primary care OT services within the VA. 
Evaluation Plan and Logic Model 
 The overall purpose of the program evaluation is formative and exploratory with 
the goal of appraising the effectiveness and utilization of the primary care OT program 
interventions. A specific focus of the program evaluation is to study preliminary impact 
and outcome data from the VA Everyday Matters program to establish the degree and 
strength of the relationship between the program activities and outputs and the participant 
outcomes. Relevant research on what is known about the effectiveness of an occupation-
based self-management group for people with chronic conditions was used to develop the 
interventions. The OT Department will use the information collected to strengthen the 
program, identify staff training needs, and determine budget and resource needs should 
the program merit continuation or expansion. The results of the program evaluation will 
be shared with primary care and VA Long Beach administration to demonstrate the 
effectiveness and value of the VA Everyday Matters group and occupation-based primary 
care OT as part of a primary care health and wellness program for adults with chronic 
conditions.  
 The evaluation plan can be illustrated and organized using a logic model included 
in Appendix D of this project. The logic model is employed in the program evaluation to 
visually display and communicate the key elements of the program. The logic model is 
comprised of four main components including; 1) inputs and resources, 2) problem(s) 
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being addressed and theory, 3) interventions and program outputs, and 4) anticipated 
short-term intermediate and long-term outcomes. The model clarifies the relationship 
between the program theory and resources needed to deliver the planned program 
activities in order to achieve the desired program outcomes. External or environmental 
factors that limit or enhance the program are also specified in the logic model and are 
addressed in this chapter in terms of limitations and implications. 
Central Problem of Project  
 Multiple chronic conditions typically have a negative impact on a person’s 
emotional and physical health and quality of life. People with multiple chronic conditions 
(MCC) commonly have ongoing problems managing day-to-day health needs and 
maintaining desired occupations. Researchers found that the best chance of improving 
and maintaining the health and function of people with MCC is when activities or 
occupations are tailored to the individual, are culturally relevant, and have meaning in the 
context of a person’s life (Arbesman & Mosley, 2012; Clark et al., 2012; Stav et al., 
2012). In other words, in order to more effectively incorporate health behavior strategies 
into the context of an individual’s life and daily routines, emphasis on addressing each 
person’s unique daily living challenges is necessary (Kennedy et al., 2013; Linden et al., 
2010; Skaperdas et al., n.d.). Thus, the doctoral project was focused on incorporating OT 
as part of a primary care prevention model and the implementation of occupation-based 
individual and group interventions enabling participation in life roles and self-
management of daily living activities for individuals with chronic conditions. The 
objectives of the overall primary care OT program are to improve the Veterans’ ability to: 
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manage their chronic conditions; cope with daily living challenges and identify effective 
adaptive strategies; and develop self-advocacy to enable partnering with the primary care 
provider for collaborative health management. The long-term objectives are to improve 
health behaviors and quality of life, as well as reduce medical costs and unanticipated 
hospitalizations. Though the long-term objectives are considered outside the scope of this 
evaluation plan, they are considered in terms of future implications. 
Program Description 
 Currently OT services in primary care are delivered in three main formats: 1) 
individual on-demand in the primary care clinic, 2) individual scheduled appointments in 
the OT clinic and 3) occupation-based health promotion programs delivered in a group 
format. The VA Everyday Matters group was developed and piloted during this project 
and a comprehensive program evaluation study was designed by this writer and 
subsequently approved by the Long Beach VA internal review board (IRB). The study is 
currently underway with the goal of publishing the results in a peer-reviewed journal. An 
evaluation of the feasibility and effectiveness of OT individual and group interventions is 
critical towards defining the value of current occupation-based primary care OT at the 
Long Beach VA and determining future directions and value propositions in other 
settings. 
Evaluation Goals  
 Primary care OT services will be evaluated to understand the feasibility, relevance 
and referral patterns from the primary care providers. Ongoing dissemination activities 
are directed towards primary care providers and Veterans and are designed to explain the 
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role and distinct value of OT in primary care for Veterans with chronic conditions and to 
promote appropriate referrals. A formative program evaluation is needed to understand: 
1) the relationship between dissemination activities and OT referrals, 2) reasons for 
referral or issues of concern that are identified 3) the number of Veteran self-referrals and 
presenting problems, and 4) staffing levels and knowledge requirements. 
 A separate program evaluation of the VA Everyday Matters group is needed to 
determine the relevance, feasibility and impact occupation-based self-management 
intervention on the ability of Veterans with chronic conditions to effectively manage 
daily living challenges. Specifically, a program evaluation is needed to find out if:  1) the 
components or modules are relevant to the population served, 2) the participants are 
satisfied with the program, and 3) the activities promote development of target skills or 
behaviors as intended.  
Methodology and Performance Measures  
 For this project, it was important to select or create performance measures that 
could evaluate the characteristics of the demand for OT services including which 
providers were referring to OT, reason for referrals, demographics of the population 
referred, number of referrals and number of visits. The evaluation plan for the overall 
primary care OT services is presented first, followed by a separate comprehensive 
evaluation of the VA Everyday Matters group.  
 It is important to note that the evaluation plan relies heavily on features of the 
electronic medical record (EMR) to determine primary care OT utilization characteristics. 
A separate clinic was created so that the referral and workload characteristics could be 
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easily distinguishable from that of rehabilitation OT services. Additionally, a unique OT 
consult or referral mechanism was established for primary care and placed in what the 
VA refers to as a consult package. A consult package is a menu of services offered by 
and organized under a particular service or department. The services listed under Primary 
Care at the Long Beach VA include Diabetes Education, Diabetes Prevention Class, PC 
Wound Care Clinic and now Occupational Therapy.  
 To initiate an OT consult a provider must first choose the main Primary Care 
department consult package, then select the occupational therapy option from the menu 
of services. The OT consult contains a template that allows the provider to choose from 
options including self-care and daily living strategies, lifestyle coaching, the VA 
Everyday Matters group and a free text option for specific requests. The lifestyle 
coaching option is described for the provider as being delivered in a 1:1 format in person 
or via telehealth and consisting of developing customized action plans to address specific 
lifestyle or functional issues and to provide assistance with behavior activation towards 
the Veterans stated goals.  The OT department contacts the Veteran to schedule an 
appointment. In using an EMR and a separate primary care OT referral mechanism, 
primary care OT demand characteristics are readily obtainable for use in the program 
evaluation. 
VA Everyday Matters Program Evaluation Plan 
 VA Everyday Matters is an occupation-focused group intended to enable Veterans 
with chronic conditions to make desired changes in daily living routines to improve 
health and well-being. The formative program evaluation of the VA Everyday Matters 
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group is being performed through a study titled Primary Care Occupational Therapy Self-
Care Management for Veterans with Chronic Conditions. The Primary Care Physicial 
Chief is the Principal Investigator, with this author serving as the co-investigator. The 
aim of this prospective study is to assess the feasibility and potential impact of an 
occupation-based self-management program for Veterans with chronic conditions living 
in the community.The question being addressed is whether an occupation-based lifestyle 
management group intervention is effective in improving self-efficacy and self-perceived 
health of Veterans with chronic conditions. The outcomes from this research will be 
reported separately, as the investigation is in progress at the time of this publication. 
 The VA Everyday Matters program curriculum is designed in a 6-session format 
delivered one time per week for 2 hours each session. The ideal group size is between 6 
and 10 participants. The session content is based on current evidence that supports 
interventions or activities that address the primary skills related to effective self-
management including identification and setting of goals, self-efficacy, problem solving 
and planning, and adaptive capacity for addressing daily living challenges (Clark et al., 
2012; O’Toole et al., 2013; Ozer & Bandura, 1990). The intended time frame for the 
program evaluation is September 2015 through August 2016. 
Participant Characteristics and Recruitment 
It is anticipated that six groups will be conducted with 5-8 participants in each 
group for a total of 30-42 Veteran participants. A convenience sample will be used for 
recruitment whereby primary care providers refer community dwelling patients with 
chronic conditions during routine consultations. Veterans also have the option of self-
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referral. Veterans will be included if they have at least one chronic condition, are 
medically stable, are independent in self-care or have a caregiver present, are able to 
travel to the Long Beach VA and can tolerate 2 hours of group participation. Veterans 
with physical or mental health conditions deemed unsuitable for a group-based 
intervention will be excluded. The referring primary care provider will perform a first 
level screening and the OT will perform a secondary or post-referral screening. Veterans 
may be directed to other services if the need arises, based on clinical observation or the 
Veteran’s report of problems. For Veterans who self-refer, approval to participate in the 
research study will be obtained from the primary care provider via the primary care OT 
consult mechanism. 
Methodology and Measures 
A mixed methods research design will be used in order to achieve a 
comprehensive understanding of phenomena. The quantitative approach incorporates a 
prospective pre-post quasi-experimental design and will include analysis of program 
records and goal performance monitoring. Qualitative information about the group 
content and aspects of delivery and satisfaction will be gathered through client feedback 
using a post-group questionnaire. 
 Consent for participation will be obtained prior to the first group meeting. The 
participants in the VA Everyday Matters group will complete 3 brief assessments 
including: the World Health Organization Disability Assessment Scale 2.0 (WHODAS 
2.0) which is a 12 item self administered questionnaire related to self-perceived 
difficulties due to health conditions; the EuroQual EQ-5D, which is a standardized 
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measure of health status for clinical and economic appraisal; and the 6-item Stanford 
Chronic Disease Self-Efficacy Scale (SES), used to measure client perceived ability to 
manage his or her conditions.  
 The WHODAS-2 is a disability assessment instrument based on the ICF 
biopsychosocial model and directly corresponds with the ICF’s activity and participation 
dimensions. The latent structure of the WHODAS 2.0 was assessed and confirmed in a 
study conducted with 1,119 individuals from European countries with at least 1 chronic 
condition (Garin et al., 2010). In this investigation the measure was determined to have 
good metric properties in clinic and rehabilitation samples, and the effect sizes were 
small to moderate but higher than those of the Medical Outcomes Study 36-item Short 
Form Health Survey (SF-36), which is the gold standard measure. The WHODAS 2.0 12-
item version takes 5 minutes to complete and covers the same 6 domains of functioning 
as the original 36-item version; these domains include cognition, mobility, self-care, 
getting along, life activities and participation. The authors found that the short version 
explains 81% of the variance of the 36-item version (Garin et al., 2010).  
 The EQ5D was developed by the EuroQol group around 1990 and was intended 
to be a standardized non-disease-specific instrument for describing and valuing Health 
Related Quality of Life (HRQoL) (Obradovic, Lal, & Liedgens, 2013). The Centers for 
Disease Control describes health as a multidimensional concept and incorporates domains 
related to physical, mental, emotional, and social functioning, and is therefore 
differentiated from other aspects of quality of life (“CDC - Well-being Concepts - 
HRQOL,” n.d.). The concept of HRQoL is important because, through interventions that 
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address coping, values clarification, education and social support, for example, an 
individual with multiple chronic conditions can report higher levels of quality of life 
leading to improved self-management capability, even when his of her level of disability 
or impairment remains the same (Barclay-Goddard, King, Dubouloz, & Schwartz, 2012). 
The EQ-5D is a commonly used standardized HRQoL questionnaire, and it is often used 
to measure the cost-effectiveness of treatment for a variety of diseases (Obradovic et al., 
2013). Subjects describe their level of health in 5 categories, including mobility, self-
care, usual activities, pain/discomfort and anxiety/depression. A single utility score can 
be generated and used to calculate the quality-adjusted life years (QALYs) that can be 
used to inform economic evaluations of interventions (“EuroQol - EQ-5D-5L Value 
sets,” n.d.). There is also a visual analog scale that serves as a measure of overall health 
related status and that can be used to compare perceived health status change within and 
among individuals.  
 The SES is a 6-item scale that asks the individual to rate his or her confidence 
from 0 (not at all confident) to 10 (totally confident) in managing issues related to 
chronic disease. An overall self-efficacy score is derived, with a higher score indicating 
greater perceived self-efficacy. The measure has been widely tested among participants 
with a variety of chronic conditions and has excellent internal consistency (α=0.91) (K. 
R. Lorig, Sobel, Ritter, Laurent, & Hobbs, 2001). Each measure requires an average of 5 
minutes to complete and is considered minimally burdensome.  
 All measures described in this section will be administered again at the end of 
each 6-week workshop. Self-rated performance and satisfaction with goal behavior will 
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be monitored weekly to understand the types and quantity of action plans being set, 
determine whether there is a relationship between number of action plans set and 
completed action plans, and assess the relationship between satisfaction and action plan 
completion, and whether they both increase as the program goes along. 
Data Collection and Management 
Data will be maintained in the VA Computerized Patient Record System (CPRS). 
An Excel database was created to aggregate data retrieved from CPRS for each 6-week 
cohort. To maintain both confidentiality and preservation of data accuracy, the researcher 
will utilize a coding system whereby each participant’s name will be substituted with a 
code for analysis and reporting of results. A separate key code will be maintained in a 
locked secure location. Participant demographics will be obtained from the screening 
template. The template includes a description of the potential participant and 
demographic information, brief medical history, and referral source. Form fields will be 
used to auto-populate the list of current diagnoses and medications, age, marital status, 
and race, to reduce transcribing errors. 
 The outcome measures will be used to analyze pre- and post-group changes in 
self-efficacy, self-rated disability, and health related quality of life using the Stanford 
Chronic Disease Self-Efficacy Scale, the WHODAS 2.0, and the EQ5D respectively. 
Weekly goal self-assessment sheets will be utilized throughout the group as the 
mechanism for development and tracking of action plans. The goal sheets will be 
gathered and an analysis of goal content will be performed to identify the number and 
types of goals set, goal achievement and satisfaction with performance, and differences in 
  
 
67
goal themes relevant to chronic disease clusters or other variables. The goal content data 
will be analyzed and recorded separately for each cohort and then aggregated for all study 
participants. A questionnaire will be administered to the participants by the group 
facilitators at the end of the final session to understand their perception of the program 
content, aspects of delivery and level of satisfaction (Appendix E). Table 4 provides a 
brief overview of the measures used and outcomes monitored. 
Table 4: Everyday Matters Outcome Measures 
Measure/Source Information/Outcome 
Screening/Medical Record Review Participant Demographics 
Stanford Chronic Disease Self-
Efficacy Scale 
Change in Self-Efficacy 
WHODAS 2.0 Change in Self-Rated Disability 
EQ5D Change in Health Related Quality of Life 
Change in Self-Rated Overall Health 
Quality Adjusted Life Years 
Weekly Goal Performance Sheets Number and type of goals 
Self-Rated Goal Performance and Satisfaction 
with Performance 
Post-Group Questionnaire Satisfaction with the program content and 
relevancy 
Perception of the program content and aspects 
of delivery 
 
 After each group or between-group contact, treatment notes will be entered into 
CPRS using a template to ensure complete documentation of all required components and 
any test scores and program activities that were provided. The researcher will review the 
medical records after each cohort to ensure required program elements were completed 
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and to verify participant attendance. Any final comments, participant reflections and 
questions will be included in the evaluation report after each cohort.  
Data Analysis Plan 
For quantitative data analysis descriptive statistics will be used to characterize 
participants. Parametric or nonparametric methods will be chosen based on whether the 
descriptive data are numerical and normally distributed. The degree of change and level 
of significance in total and subscale scores for the pre-test post-test measures will be 
determined and effect sizes will be calculated. Thematic analysis will be used with the 
goal sheets and responses to open ended questions to identify themes and sub-themes and 
reflective comments solicited within the group.  Two occupational therapists will be 
assigned to code the data, as well as identify and refine the themes from the reflective 
comments.  
Results of the VA Everyday Matters program evaluation will be communicated in 
several ways. First, a separate executive summary stating the significant outcomes and 
benefits of the program will be distributed to key stakeholders including primary care 
leadership and administrative executives. Next, a more comprehensive report that 
includes research methodology and interpretations of outcomes will be prepared and 
provided to colleagues within the VA who are interested in developing similar programs, 
or to decision makers who require evidence to consider expansion of the current program. 
The preliminary results of the outcome assessment will be presented in an AOTA poster 
presentation.  A fact sheet emphasizing the high impact outcomes and benefits of the 
program will be designed for consumers, colleagues, reviewers, and potential referral 
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sources. Final study outcomes can be reported through submission of an article to a 
scientific journal to communicate the results of the VA Everyday Matters study as well as 
feasibility and descriptive program information related to primary care and OT 
integration and interventions. 
Limitations  
 There are potential limitations to the VA Everyday Matters study. The findings 
may not generalize to other Veterans with chronic conditions. The Veterans who 
participated in the pilot group after referral from their provider or by self-referral report 
that they utilize a variety of services at the VA and many had participated in other types 
of groups. Veterans who have difficulty traveling to the VA or who are not interested in 
participating in a group format may be able to access 1:1 services via telehealth or home 
visits, but these individuals will not have the experience of group learning and support 
which is a key learning mechanism in this program. Also, the length of the program may 
not be optimal. A six-week program may not be sufficient for change to occur or alternate 
engagement patterns to develop. For this reason the program is considered an 
introductory workshop and individual visits are available after the workshop. Conversely, 
participant compliance with attendance may interfere with the Veteran’s ability to receive 
all the information. It will need to be determined whether alternate or make-up sessions 
should be offered between groups. Moreover, one or more of the chosen outcome 
measures may not reflect the changes that are occurring or may not be relevant for a six-
week group. For instance, the WHODAS 2.0 is designed to reflect difficulties related to 
health conditions. It may not be realistic that the difficulties experienced due to chronic 
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conditions would change significantly in six weeks. Finally, the study does not include 
measurement of carry over or achievement of long-term health and quality of life goals. 
Results from the formative study will help shape future directions of the VA Everyday 
Matters program and refine the process and measures used.  
Conclusion and Implications 
 The doctoral project encompasses both the barriers and advantages of including 
OT in primary care to address daily living and performance issues related to chronic 
conditions. Interventions are occupation-based and client-centered with focus improving 
on the Veteran’s ability to self-manage and partner with their PACT team to optimize 
health. The formative evaluation is needed to refine delivery of the program elements, 
ensure content relevance and maintain feasibility of the program. 
 There is a call for OT to have a greater role at the level of primary care to provide 
secondary and tertiary prevention interventions using occupation-based approaches that 
promote health and prevent or delay debility and unexpected hospitalizations 
(Frenchman, 2015). Integrating OT into primary care at the Long Beach VA presents 
logistical challenges and administrative issues that if not addressed, would obstruct the 
implementation of OT services to the Veterans. Ongoing evaluation of provider referrals 
for OT services and measuring the effect of occupation-based intervention towards 
improving the health of Veterans are critical to sustain and enhance OT services in 
primary care. Positive outcomes from this project can inform and inspire inclusion of OT 
in primary care in other settings.  
 Including OT in primary care with a focus on occupation-based health promotion 
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approaches represents a fundamental shift in how primary care is provided and perceived 
by Veterans and providers alike. Ongoing dissemination activities are needed so both 
providers and Veterans can become aware of and experience the role of OT in addressing 
daily living challenges and improving quality of life through engagement in meaningful 
activities.  
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CHAPTER 5 – Funding Plan 
 
 The Affordable Care Act’s demands for improved population health and person-
centered models of primary care have created a window of opportunity for occupational 
therapy (OT) in primary health care. The American Occupational Therapy Association 
(AOTA) is engaging in a proactive campaign to promote the distinct value of OT in 
primary care to key stakeholders (“Health Care Reform Implementation - AOTA,” n.d.). 
However, without a mounting body of evidence that reflects the effectiveness and value 
of OT for health promotion and prevention, the perceived window of opportunity may not 
be realized. It stands to reason that if OT delivered at the primary health care level is not 
explicitly funded, the availability and growth of health promoting OT services may be 
limited to university affiliated medical centers, institutions such as the Veterans 
Administration (VA), and perhaps by privately funded organizations and individuals. 
 The all-inclusive funding structure and mission of the VA tacitly allows for the 
development of programs and services within the limitations of the allocated budget. As 
such, it is essential that primary care OT services at the VA be developed, implemented 
and evaluated throughout the VA. Successful outcomes from these programs can help to 
better illustrate the distinct value of occupational therapy in health promotion by enabling 
positive engagement in occupation. Funding is therefore a key consideration of this 
project. The costs for a VA funded program are presented as well as estimates for a 
private or non-institutional affiliated alternative. The chapter begins with a brief overview 
of the program. Next, an introduction to VA healthcare financing relative to this project is 
presented, followed by examples where local resources are available through partnering 
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with the community. The detail and estimated value of resources used for program 
development and implementation during year 1 and projections for dissemination into 
year 2 are also presented.  
Program Overview 
 The VA is the single largest employer of occupational therapists in the United 
States, employing nearly 1,200 practitioners serving in 25 clinical rehabilitation practice 
settings (“VA Occupational Therapy brochure - ot_brochure.pdf,” n.d.). The programs 
and interventions developed and implemented as part of this project focus on secondary 
and tertiary prevention through primary care and could be considered the 26th practice 
setting for OT in the VA. The VA currently allocates funding and resources annually to 
support the provision of OT in rehabilitation and mental health services. Modifying and 
shifting existing resources, as opposed to requesting new funding, allowed for the 
preliminary implementation of the individual and group OT services in the primary care 
setting.  
Funding Plan Introduction 
 Congress funds the VA healthcare system through the annual federal budgeting 
process. Specific allocation of resources for institutions and programs is proposed using a 
retrospective forecasting model based on provision of care for the previous three years 
(“An Analysis of the Veterans Equitable Resource Allocation (VERA) System - 
MR1419.pdf,” n.d.). Under VERA, the information needed to determine prospective 
funding levels includes the amount and type of services provided. Then the relative 
values of those services are calculated in the same manner used to determine Medicare 
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budgets and reimbursement rates. This means that funding of OT services at the VA is 
influenced by the number of encounters and procedures and not by the practice setting. 
Furthermore, if allocation of current resources is possible within a department, then 
implementation of new programs or interventions is not solely dependent on the 
availability of additional funds.  This is a key point because the lack of funding for health 
promotion in general, and for OT in health promotion is widely perceived to be a main 
barrier to implementing OT as part of a primary health care model. For this project, some 
resource allocation was accomplished to enable initiation of OT services in primary care, 
but not enough to support the staffing levels needed for program implementation at the 
desired levels. As a result, additional partnerships and funding sources need to be 
explored for sustainment and growth of primary care OT programs and services.  
 Local resources are also considered for this project in terms of future expansion 
into the community to promote access to secondary prevention programs for Veterans 
and non-Veterans alike. Making OT’s health promoting interventions available in the 
community either in-person or via telehealth is vital, especially given the World Health 
Organization’s affirmation that, “Health is created and lived by people within the settings 
of their everyday life; where they learn, work, play and love” (“WHO | The Ottawa 
Charter for Health Promotion,” n.d. p. 3). Typically the VA finances and delivers all 
services and equipment needed by the Veteran, except when medical care is being 
provided by a non-VA provider, in which case the outside provider is reimbursed at 
Medicare rates (“Working With the VA Health Administration: A Guide for Providers - 
NVC_Providers_Guide.pdf,” n.d.). Aside from basic diabetes self-management training, 
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health promotion and person-centered prevention programs are not included among those 
medical services reimbursable by the VA or any other Medicare funded provider (Centers 
for Medicare and Medicaid Services, n.d.). Consequently, the VA Long Beach OT is the 
sole provider for Veterans seeking occupation-focused health promotion and secondary 
or tertiary prevention programs. In order to identify options to make these services more 
available in the community, local partnerships and non-VA resources will be addressed 
next.  The included program dissemination and implementation budgets reflect cost 
valuations based on the actual time and resources that were expended during the initial 
year, as well as projected resources needed to support expansion of services for an 
additional year. 
Available Local Resources  
 Two main community partners were identified and relationships were established 
during the course of the Boston University post-professional doctoral program. A 
partnership with the City of Long Beach librarian was developed through the Citizens 
Advisory Commission on Disabilities (CACoD) group, which meets monthly at the Long 
Beach Public Library. Dialogue with the librarian regarding health literacy and access to 
health information led to the idea of offering OT health promotion classes at the library 
for Veterans and other Long Beach city residents. This idea is presented in more detail in 
Chapter 6. The second partner is a not-for-profit property development and management 
organization called Century Villages at Cabrillo. The OT department currently provides 
services to Veterans in a recovery group housed on this campus, which is just one of a 
variety of transitional housing programs. Management at Century Villages has requested 
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that OT services be expanded and offered to additional housing units, with an emphasis 
on self-care and independent living skills for the residents in transitional housing 
programs. The plan for expansion within Century Villages is also included in Chapter 6. 
The estimated value of in-kind resources to support provision of the VA Everyday 
Matters group in the community with these agency partners is outlined in Table 3. The 
items and estimated amounts are per agency per year. The costs projected for OT 
provider hours required for groups and individual interventions are specified in Appendix 
F, however OT interns may be considered an in-kind resource. 
Table 3: Estimated Value of In-Kind Resources  
Budget Item Value Total
Room/Space for program No addl. cost $0
Brochures/Flyers-200 $.30 each $60
Participant Manuals -80 $7.50 each $600
Flip Charts-4 $12.00 each $48
Pens/Markers per group $15.00 $150
Refreshments per group $25.00 $250
Administrative Support-hour $15.00 $150
Phone/Computer/Internet No addl. cost $0
Total Estimated In-Kind Value $1,258
Estimated In-Kind Resources 1 Year
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Program Implementation Budget 
 A project proposal was provided to the executive leadership of primary care that 
outlined the relationship between OT and PACT and proposed services including OT On-
Demand, direct consultation and health promotion services (Appendix A). Tables 6 and 7 
illustrate the resources required for the various program elements and associated costs. 
Where the item or service is provided by the organization, no additional cost is indicated. 
However, these costs should be considered and calculated when there is no agency 
affiliation or support available.  
VA Everyday Matters 
 The cost calculations for VA Everyday Matters are based on offering 10 groups of 
8 participants in each group the first year and 16 groups in the second year. The cohorts 
can be run concurrently on different days and times. Efficiencies are expected to be 
gained in the second year allowing for more groups, should the demand support 
expansion.  
 A description and rationale for the program costs are provided next. To 
implement the VA Everyday Matters program administrative support was used to: 
contact and schedule the participants; print and distribute the information brochures and 
flyers; print and assemble the binders; and arrange the group room and refreshments. 
Volunteer support for some of these tasks may be possible. Office supplies were used 
during each group module to support learning activities and allow for reflection. 
Brochures and flyers provide continual advertising for the group throughout the facility 
for both Veteran self-referral and provider referral. The staffing calculation is 
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conservative based one provider leading the group, however the research protocol for the 
VA group designates two providers. In this situation, the staffing amount would be 
doubled; making the provider costs nearly $60,000 for a two-year period for the group 
alone. This cost includes one hour before and after the group for preparation and cleanup, 
which could eventually be provided by a volunteer, thereby reducing the staffing cost by 
half.  
On-Demand and Direct Consult 
 Resources and systems are currently in place to provide both On-Demand and 
direct consult. Initiating these services required the restructuring of administrative 
processes and re-allocation of current staff, but equipment, supplies and staffing levels 
did not require additional funds. It is estimated that salary costs for provider time 
allocated in year one was $49,920 or $48.00 per hour for 1040 hours. Year 2 is expected 
to require the same provide time allocation.  
Dissemination Budget 
 The dissemination budget consists primarily of salary costs related to early 
development, marketing and education concerning the distinct value and role of OT in 
primary care. After deployment of individual tertiary prevention level services, staff was 
trained in self-management concepts and attended a seminar in motivational interviewing 
(Linden et al., 2010) at the VA prior to implementing group and secondary prevention 
interventions. Table 4 illustrates types of dissemination activities and associated cost 
estimations. The specifics of the dissemination plan are presented in more detail in 
Chapter 6 
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Table 4: Dissemination Budget 
Budget Item Cost Detail Rate Cost Year 1 Cost Year 2 Total
Proposal to Primary Care Salary-16 hours $51.44/hr $823.04 $0.00 $823
Program Development and Revision Salary-208, 104 $51.44/hr $10,699.52 $5349.76 $16,049
Brochures and Flyers-250 primary care OT education $.30 each $75.00 $75.00 $150
OT Provider Training (2)  104 hrs each OT/ 52 Y2 $48.00 $9984.00 $4992.00 $14,976
Tabling and Events 4 events per year-Salary (2) $50.00/hr $600.00 $600.00 $1,200
AOTA Poster Poster, Networking, Conference $2000 ea. $2000.00 $2,000.00 $4,000
VA National OT Education Salary-12 hours incl. development $51.44/hr $617.28 $617.28 $1,235
Occupation For Health Website Domain, start-up, webmaster $75.00/hr $5250.00 $4500.00 $9,750
Primary Care staff meetings Salary-8 hours $51.44/hr $411.52 $411.52 $823
Total $30460.36 $18545.56
Total Estimated Costs $49,006
Estimated Costs-Primary Care OT Dissemination
 
Cost estimates for the time spent in dissemination activities were calculated using the 
annual salary rates of those individuals involved. Time-based costs during the first year 
are associated with developing the initial proposal to primary care, the design of the 
infrastructure and implementation strategies, and the program revision based on ongoing 
stakeholder feedback. OT provider training costs were incurred early in the project after a 
need was identified for learning activities to help the OTs adjust to the shift from 
restorative to preventive care and from a diseased-centered to a person- and occupation-
based focus. Investment in outreach and promotional events throughout the facility 
during year 1 resulted in at least ten referrals per event from providers as well as 
prompting Veteran initiated requests. Consequently, funding for outreach and education 
are considered to be essential for growth and development of OT in the primary health 
promotion and prevention practice area.  
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Dissemination activities outside of the facility are related to poster sessions and 
networking at the AOTA conference and a webinar for VA OT providers nationwide. The 
conference and associated costs shown are for one attendee and do not include salary. 
Nearly all of the project dissemination costs related to salary and materials were funded 
as part of the VA’s general operating budget. Although no additional fund requests were 
needed to implement this project, cost accountancy is an essential element when 
evaluating outcomes and determining the overall distinct value of the OT services 
provided. Outcomes related to cost and units of service are reflected in the logic model 
presented in Chapter 4. Despite the fact that the existing budget allowed for the 
dissemination and initial implementation of the program, the budget also served to 
constrain program development in the form of a ceiling effect in the sense that demand 
for more services could not be met due to lack of staffing resources. For this reason, other 
funding opportunities are introduced next for future consideration, but were not explored 
as part of this project. 
Funding Opportunities 
 Within the VA setting, additional support for the expansion of primary care OT 
may be available through federal grant programs or other VA approved partners. There 
are ongoing grant opportunities within the VA and the National Institutes of Health 
(NIH). These grants are often focused on innovation in systems of care and improving 
self-management. The VA’s Health Services Research and Development (HSR&D) 
office offers a variety of internal grants for VA research. A recent Merit Award grant 
outlined the need for exploring the economic effects of alternate strategies for promoting 
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patient self-management and behavioral change among the returning Operation Enduring 
Freedom/Operation Iraqi Freedom (OEF/OIF) Veterans. This type of grant would be 
valuable to support outcomes research on the effectiveness of the VA Everyday Matters 
program and other interventions designed to enhance the health and quality of life of the 
OIF/OIF Veteran population.  
 Examples of non-VA specific grants posted on grants.gov include both research 
and developmental NIH grants such as PA-14-114 Behavioral Interventions to Address 
Multiple Chronic Health Conditions in Primary Care, and PA-14-343 Self-Management 
for Health in Chronic Conditions. PA-14-114 supports research in primary care that uses 
a multi-disease care management approach to behavioral interventions that are common 
across all disease and have the high potential to improve patient-level health outcomes 
for individuals with three or more chronic health conditions. PA-14-343 is funded by the 
National Institutes of Health (NIH) to support research in self-management focused 
across multiple chronic conditions to recommend actions that allows living well with 
chronic conditions. This funding opportunity also includes objectives related to decision 
and goal support strategies, prediction of who will benefit the most from self-
management and dissemination. The Smart and Connected Health grant by the National 
Science Foundation is relevant for this project. The purpose of this grant is to “accelerate 
the development and use of innovative approaches that would support the much needed 
transformation of healthcare from reactive and hospital-centered to preventive, proactive, 
evidence-based, person-centered and focused on well-being rather than disease” (“Search 
Grants | GRANTS.GOV,” n.d.). Corporate gifts and venture capital can be considered for 
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non-government settings, but are not relevant when the program is offered within the VA, 
but should be explored when Everyday Matters is replicated outside of the VA.  
Cost Considerations for Community Practice 
 If similar services were offered in the community as an independent provider, 
additional indirect and start-up costs would need to be included. The first year project 
costs can be used as a foundation for these calculations. The total cost to develop and 
implement the activities presented in this project for a two-year period, excluding indirect 
costs, are projected to be at least $125,000.00. Roughly 90% of those costs are related to 
provider time or salary. When starting a new practice, it is advised to budget 
approximately twice the amount estimated and to add at least 20% more for start up costs 
(Jacobs & McCormack, 2011). Therefore, the estimated capital needed to initiate and 
support the services described in this project for one year is approximately $140,000.  
 In a medical model, provider reimbursements through insurance and patient co-
payments are the primary revenue mechanisms that support provider salaries.  Although 
health promotion is not typically reimbursable under this type of model, to understand the 
revenue potential in terms of a standard reimbursement model, the Centers for Medicare 
and Medicaid Services (CMS) online provider reimbursement schedule can be used to 
calculate reimbursement rates for similar OT products (“Overview of the Medicare 
Physician Fee Schedule Search,” n.d.). One way of considering revenue potential for this 
project is to delineate secondary and tertiary prevention and health promotion aspects of 
the program. The needs of Veterans who received primary care OT through On-Demand 
and 1:1 referrals were characteristic of tertiary prevention where the goal was to reduce 
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or minimize disease related disability and maintain community living. Tertiary 
prevention is considered part of the medical model, thus OT services are reimbursable 
under these circumstances (“Medicare Benefit Policy Manual - bp102c15.pdf,” n.d.).  
 To promote the distinct value of OT for tertiary prevention, the cost of OT 
services could be compared to the cost of hospitalization. Using the online calculator, 
Medicare Part B reimbursement rate for individual encounters was listed as roughly 
$35.00 per unit of self-care training (up to a maximum of $98.00 in a single encounter). 
The average cost per day of inpatient hospitalization in the U.S. in 2013 was 
approximately $2,000.00 and the average length of stay was 4.8 days (“FastStats - 
Hospital Utilization,” n.d.). From this perspective, if OT interventions were seen as vital 
to preventing or postponing just 6 days of hospitalization per month, then the value of OT 
tertiary prevention programs for one year would be equivalent to the annual projected 
program cost. In this scenario, the distinct value of OT becomes clear when associated 
with actual medical savings or costs if the service was not provided.  
 Secondary prevention services provided on an individual basis may also be 
reimbursable at the same rates mentioned previously, if deemed medically necessary. The 
Medicare fee schedule indicates reimbursement rates for educational and group based 
services as $20.00 for a group encounter per person. A combination of group and 
individual services and associated reimbursement rates or cost equivalents can be used to 
assess project feasibility and grant requests or contract negotiations. To summarize this 
scenario, using 230 available workdays per year, a provider would need to generate 
$609.00 per day in revenue to cover the estimated costs of the program, which includes 
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the start up and unanticipated cost estimates. While this amount seems daunting for an 
individual, this author attempted to show that it could also represent value or cost savings 
to a healthcare organization or even to businesses and corporate wellness programs. 
Reflecting again on the WHO’s statement that “Health is created and lived by people 
within the settings of their everyday life; where they learn, work, play and love” (“WHO | 
The Ottawa Charter for Health Promotion,” n.d. p. 3) suggests that the workplace and 
other non-medical organizations can be important partners when focusing on promoting 
the health of employees and community members. 
Summary and Conclusion 
 Understanding the costs associated with providing OT services is critical to the 
success of new or expanding programs, even in the context of VA’s all-inclusive funding 
models where resources may already be available. The value of rehabilitation services to 
restore function is tacitly represented by the Medicare reimbursement structure. The 
value of OT for health promotion and community-based services has yet to be designated 
or conceptualized by the usual healthcare funding sources. In order to assess the 
effectiveness of these services and to measure value, the programs and interventions must 
be available to those individuals who need them. Namely, people who are at risk for or 
are currently experiencing declines in function resulting from chronic conditions. 
Continued funding is critical to support the provision and availability of services. 
Ultimately, it is the actual or perceived distinct value of primary care OT interventions 
that will determine whether OT will be routinely included as part of a comprehensive 
health system that provides a full complement of programs geared towards optimizing 
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health and well-being.  
 This chapter reviewed the VA’s global funding model, under which certain 
allocation of resources and creation of needed programs and services is possible. Provider 
time accounted for most of the costs throughout each stage of the project from initial 
concept, coalition building, design, implementation, revision, expansion and ongoing 
dissemination to a variety of audiences and stakeholders. Health promotion continues to 
be associated with the healthcare system in the form of screenings, weight loss programs, 
and smoking cessation for example; therefore resources for disease self-management 
programs may be available.   
 In contrast, when health is viewed as a resource for living and not merely the 
absence of disease, then health promotion encompasses a person’s physical, mental, and 
emotional ability to fully engage with life and society at the highest levels possible. 
Accordingly, OT promotes health by enabling occupational performance at the highest 
levels possible in the context of their everyday lives. At the core of this project is the 
principle that occupation influences health; naturally, the interventions are focused on 
removing barriers to participation in desired activities and life roles. Thus, a measure of 
one’s health is their perceived ability to participate in life in a way that is meaningful. 
Continuation of traditional funding and discovery of new revenue sources are necessary 
to support innovation and development of programs and services that meet the health and 
participation needs of the diverse populations we serve. 
 Dissemination of information regarding the design and performance of this 
project should: describe the role and distinct value of OT in primary care to specific 
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audiences; promote key elements and principle components of the main interventions; 
and, facilitate implementation and expansion of occupation-based health promotion 
programs throughout the VA and the private sector. The plan to disseminate key 
messages and outcomes from this project is described in the next chapter. 
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CHAPTER 6 – Dissemination Plan 
Project Description 
 Over time, multiple chronic conditions (MCC) can lead to functional impairment, 
difficulty managing day-to-day self-care challenges and isolation. (Marengoni et al., 
2011). With half of all American adults having at least one chronic condition and almost 
one in three having multiple conditions, treating chronic disease has become a dominant 
feature of healthcare in the United States for both the Veteran and civilian populations 
(“Chronic Disease Prevention and Health Promotion | CDC,” n.d.). Many individuals 
with chronic conditions experience difficulty participating in desired occupations and life 
roles, even more so when functional limitations are present (Alcorn & Broome, 2014). 
Primary care providers find themselves unable to assist with daily living or performance 
issues due to competing disease management priorities including, making referrals, 
ordering screenings, completing documentation and fulfilling performance measures 
(Kennedy et al., 2013; Tuepker et al., 2014; Zulman et al., 2014).  
 Within occupational therapy it is proposed that OT should take a greater role in 
promoting health, wellbeing and quality of life through enhancing occupational 
performance at the primary care level in the form of secondary and tertiary prevention 
(Frenchman, 2015; Killian et al., 2015). Consequently, the main goal of this project was 
focused on integrating OT within primary care at the Long Beach VA. The role of OT in 
primary care has evolved into two main functions promoting the various primary care 
programs and services throughout the facility and providing occupation-focused primary 
care OT to Veterans. OT treatment was provided through the usual referral process, as an 
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On-Demand service in the primary care clinic and in a group format for health promotion 
for Veterans with chronic conditions. Provider referrals for health promotion activities 
such as the VA Everyday Matters group are encouraged but not required. In other words, 
Veterans are able to self-refer to this program and bring their family members in contrast 
to traditional medical models where a physician referral is often required to initiate 
service. Positive results from the interventions and profile-raising activities provided as 
part of this project support the ongoing role of OT in primary care and expansion of 
occupation-focused health promotion and prevention services. 
 The overall objectives related to program integration and dissemination are: (1) 
establishing a collaborative relationship with Patient Aligned Care Teams (PACT) 
providers at the VA Long Beach and defining a role for OT in primary care, (2) 
highlighting best practices in OT health promotion and prevention and the potential value 
of occupation-based interventions, and (3) implementing occupational therapy services in 
primary care at the VA in Long Beach. Preliminary outcomes will be assessed and 
monitored with respect to the impact on the system and providers and the experience of 
the Veterans served in the form of referrals and intervention outcomes. The dissemination 
plan was developed to convey key messages to stakeholders regarding findings from this 
project.  
Dissemination Goals  
 The dissemination plan is organized into long and short-term goals and is further 
differentiated by target audience.  
• Long-term goal: The findings from the VA Everyday Matters program will 
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contribute to the mounting evidence illustrating the distinct value of OT in 
primary care to address the health and participation needs of individuals, groups 
and populations served. 
• Short-term goal: The program results will inform occupational therapists about 
strategies, costs and successful program elements in order to facilitate initiation of 
OT secondary and tertiary health promotion and prevention services in primary 
care in other facilities.  
• Short term goal: The program results will help consumers become aware of the 
resources available to them through OT to help them address and resolve the 
ongoing physical and emotional challenges related to their health conditions. 
• Short-term goal: The program results will contribute to a better understanding of 
the nature and role of an occupation-based approach in secondary and tertiary 
prevention and how occupational performance contributes to the promotion of 
health and well-being.  
Target audiences 
 In order to achieve the long-term goal that health systems include OT in primary 
care settings, there must be evidence that OT interventions are effective and add value to 
primary systems of care. There are four basic components needed to generate this 
evidence. First, a prescriber, a provider and a patient are needed in order for OT services 
to occur. Then, publication of outcomes will contribute to a body of evidence that can be 
used to convey the distinct value of OT to health system payers and policy makers. 
Therefore, the target audiences for dissemination include the prescriber as the primary 
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audience, and the patient and provider as the secondary audiences.  
• Primary audience: For the purposes of this dissemination plan, prescribers of 
primary health care services are the primary care teams and administrators. In the 
context of this project the providers are the PACT and the VA Long Beach 
administration.  
o Providers may benefit from having OT as part of their team to assist in 
resolving patient complaints related to daily living difficulties and help 
patients be successful in managing their disease self-management 
requirements. The goal is for providers to realize the advantage of having 
OT available to address the lifestyle needs of Veterans and to realize the 
health promoting and health restoring power of occupation to enhance 
optimal participation in life roles.  
o Administrators may recognize the benefit of OT’s focus on secondary and 
tertiary prevention towards improving primary care access and reducing 
episodic care and preventable hospitalizations. The goal is to preserve and 
expand the role of OT in primary care for health promotion and prevention 
and provide the essential resources to ensure continued availability of OT 
services. 
• Secondary audiences: The secondary audience includes VA and non-VA 
occupational therapists and clients or direct consumers of care.  
o Occupational therapists may benefit from knowing the positive findings 
identified in this project and incorporating the successful program 
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elements into their own practices. The goal is to expand OT health 
promotion and prevention services to adults with chronic conditions and 
encourage widespread promotion and inclusion of OT in primary care.  
o Clients may benefit from becoming aware of the resources available to 
them through OT to help them deal with and resolve the ongoing physical 
and emotional challenges related to their health conditions. The goal is to 
increase awareness and utilization of OT to protect and promote the 
health, participation and quality of life of Veterans with chronic 
conditions. 
Key Messages  
 Key messages regarding the distinct value of OT in primary care and the 
availability and effectiveness of OT interventions are developed for each of the primary 
and secondary audiences.  
For Primary Care Teams: 
1. The aging population experiences a variety of problems related to chronic 
conditions and impairments in vision, strength, balance, and mobility among other 
challenges. Consequently, it is critical that primary care medical management 
plans address these daily living challenges; and include prevention and self-
management strategies in order to preserve health and function for individuals 
with chronic conditions (Cramm & Nieboer, 2013; Nuño et al., 2012; Solimeo et 
al., 2013). 
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2. Early referral to OT is critical in preventing or limiting loss of function resulting 
from the effects of chronic conditions and difficulties managing complex health 
regimens. OT helps Veterans maintain maximum independence through self-
management training, developing adaptive strategies, and by improving their 
participation in health promoting activities. 
3. If Veterans report a decline in usual activity, are experiencing trouble with 
everyday activities or would like help with making lifestyle changes, a referral to 
OT may be beneficial. OT services provided as part of a whole-person primary 
care approach, and the newly created VA Everyday Matters group may help your 
patients to participate in healthier activities and to better manage their health 
conditions.  
For Healthcare Administrators: 
1. Individuals with chronic conditions typically experience a gradual onset with 
periods of illness and recovery; as such, reductions in activity levels and declines 
in function are often insidious (Nuño et al., 2012). Not surprisingly, as functional 
decline increases, there is also an associated rise in physician visits, prescriptions, 
hospitalizations and total healthcare costs (Vogeli et al., 2007).  Overall, the 
health care costs for individuals with chronic conditions account for 
approximately 86% of health expenditures in the United States, and this number is 
expected to rise as the population ages (“Chronic Disease Prevention and Health 
Promotion | CDC,” n.d.).  
2. The American Occupational Therapy Association (AOTA), affirms that 
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occupational therapy practitioners are well suited to contribute to 
interprofessional teams addressing the primary care needs of individuals across 
the lifespan, particularly those persons living with one or more chronic 
conditions. Occupational therapy practitioners’ distinct expertise regarding the 
significant impact that habits, routines, beliefs and environmental influences have 
on individuals’ health and wellness will make their contribution to primary care 
unique (“Official Documents - AOTA,” n.d.).  
3. Early referral to OT is critical in preventing or minimizing declines related to 
chronic conditions. Providing OT in the primary care setting ensures timely 
access to health promotion and prevention services and may result in delaying or 
avoiding higher cost care and unplanned medical visits, thereby improving access 
to primary care providers. 
For Veterans and Non-Veteran Adults With Chronic Conditions: 
1. Dealing with chronic conditions can become frustrating, especially when pain or 
health issues interfere with your everyday activities or social life. Sometimes you 
stop participating in activities or occupations that are meaningful to you. 
Occupation refers to everything that people do during the course of everyday 
life.  Each of us has many occupations that are essential to our health and well-
being, so it is important to try and protect our health and keep up or improve our 
normal activities.  
2. Getting back to doing the things that are meaningful and enjoyable can help 
improve health, so taking care of your health concerns early is very important. 
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That is why occupational therapy is now part of your primary care team and is 
available to help you learn strategies to address your health or daily living issues 
and remove the barriers that get in the way of doing what you need and want to do 
in your everyday life.   
3. If you are having difficulty with completing your usual activities or routines or 
you would like to find new ways to be more active and do the things you enjoy, 
talk to your primary care team about what treatment options exist. You may 
benefit from occupational therapy to provide you with the tools you need to 
overcome obstacles and get back to doing what matters to you. 
For Occupational Therapy Practitioners: 
1. The Affordable Care Act (ACA) expanded the role of primary care from a 
physician prescriptive model to an interprofessional coordinated care model, that 
offers a wide range of services to provide a one-stop-shop for patients (Killian et 
al., 2015). However most primary care providers are not focused on the issues of 
daily living and how illness or other factors interfere with performance of every 
day life activities or on the relationship between occupation and health 
(Frenchman, 2015). Occupational therapy’s focus on enabling successful 
engagement in life roles as a means to promote health and quality of life can 
contribute significantly to the health promotion and health management role of 
primary care.  
2. Disease management continues to be the primary role of the physician, leaving 
little time to provide treatment or education for other patient concerns. In contrast, 
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OT focuses on the person and directs treatment towards developing skills or 
adapting the task or environment so the person is successful in what they want to 
do. OT is a valuable asset to primary care in this habilitative versus rehabilitative 
approach, and functions as a consultant or coach to immediately address and 
resolve the client’s concerns. Using occupation-focused practice models that 
identify occupational engagement as the outcome of the dynamic interaction 
between the constructs of person, task and environment, will reinforce this unique 
perspective. Examples of these models include the Ecology of Human 
Performance (Dunn et al., 1994) , the Person-Environment-Occupation-
Performance (Christiansen, Baum, & Bass-Haugen, 2005), and the Model of 
Human Occupation (Kielhofner, 2008). 
3. Incorporating an occupation-based approach is the first step towards transitioning 
to a habilitative approach and can be done in most OT practice areas by 
determining the client’s occupational profile and occupational performance 
patterns (AOTA, 2014). Understanding and addressing the needs and preferences 
of the client and communicating positive outcomes of treatment to providers can 
help both the client and the primary care team recognize and value the role of OT. 
Clearly identifying, demonstrating and disseminating the role and distinct value of 
OT in health promotion and prevention is essential towards creating and 
expanding the opportunity for OT in primary care. 
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Messengers for primary care: 
• Dr. Anthony Vo M.D., Chief of Primary Care for the VA Long Beach 
Healthcare System. Dr. Vo oversees all of the physicians and operations 
within the primary care department of the main hospital and the community 
outpatient clinics. In addition to managing his own panel of primary care 
patients, he participates on key committees and is actively involved in 
research. Dr. Vo is the principal investigator (PI) for the formative evaluation 
of the VA Everyday Matters program, and was key to integrating OT into 
primary care. He is a strong advocate of interprofessional approaches to care. 
• Mary Ann Child, RN, Chief of Patient Care Services for Primary Care at the 
VA Long Beach Healthcare System. Ms. Child oversees all nursing personnel 
and administrative functions for the Primary Care department, and was 
integral in shaping and promoting the role of OT among the nurse case 
managers, the nurse practitioners and the licensed vocational nurses. She is an 
advocate of threating the whole-person, continuity of care, and person-
centered approaches. 
Messenger for occupational therapy: 
• Deborah Voydetich MA OTR, Occupational Therapy Discipline Lead for the 
VA Healthcare System. Ms. Voydetich is the point of contact between the 
national field office and the OT practitioners throughout the VA. She manages 
the national OT monthly education webinars, organizes the OT SharePoint 
site that serves as a repository for best practices, and chairs critical 
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committees and workgroups to define and promote the role of OT within the 
VA. Ms. Voydetich is a strong advocate of integrating OT in primary care and 
has created opportunities for promotion of the components of this project. 
• AOTA-Distinct Value Groups, Federal Affairs. 
Dissemination Activities 
 Dissemination to the VA Long Beach primary care providers is identified as the 
first priority. The dissemination plan for this audience is characterized by activities that 
promote integration and innovation. Person-to-person contact will serve as the main 
interaction method occurring most frequently during informal conversations, planned 
meetings, email and through the facility instant messaging service. Primary care 
providers and administrators as well as Veterans can be considered customers or 
consumers of health promoting OT education, and can benefit equally from promotional 
activities. Arranging quarterly tabling events in primary care, pharmacy waiting areas and 
the cafeteria corridor that focus on key topics for Veterans such as; fall prevention, stress 
management, OT life hacks, low vision, and household safety can help enhance exposure 
and create demand for OT from the Veteran. Participating in annual primary care fairs 
and other events such as the annual Patient Centered-Care Fair, and the bi-weekly 
lunchtime Walk and Roll and Doc Walk reinforces and shapes the identity of the OT as 
being part of primary care. These types of activities can be considered innovative in 
facilities where service promotion is commonly delivered in silos.  A monthly OT health 
promotion tip sheet can be distributed to the primary care email group and include both 
work related and daily living education such as alternating between standing and sitting, 
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workstation tips, backpack awareness, mindfulness and stress management strategies, and 
role balance guidance. Better yet, making these same health promotion quick tips 
available organization-wide helps others begin to recognize how OT can contribute to the 
health of populations in addition to that of individuals. The Long Beach VA has a bi-
weekly electronic newsletter and nationally the VA recently launched the VA Pulse, 
which is an online community. A primary care OT group has recently been created within 
the VA Pulse environment, and content development is forthcoming.  
 Dissemination activities targeting VA occupational therapists will be provided on 
an ongoing basis using person-to-person, electronic and written materials. The VA 
Everyday Matters program and Leadership Manual will be made available via electronic 
download to OT practitioners throughout the VA upon completion of the program 
evaluation. A recent VA national OT Monthly Education webinar featuring the Long 
Beach primary care OT program was seen by 93 OTs and led to an interest in developing 
a mentorship group to discuss strategies for integration with primary care in other 
facilities. 
 Dissemination about the role and function of Long Beach VA primary care OT to 
non-VA OT practitioners was initiated through a poster presented at the 2015 American 
Occupational Therapy Association (AOTA) conference. This dissemination will continue 
in 2016 with a poster highlighting early findings from the VA Everyday Matters 
comprehensive program evaluation. However, a manuscript published in a peer-reviewed 
journal that has an impact factor will be a more effective way to reach a broader 
audience. First, a journal article summarizing the program evaluation results for the VA 
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Everyday Matters program will be completed and submitted to a peer-reviewed journal 
such as OTJR: Occupation, Participation and Health, American Journal of Occupational 
Therapy (AJOT), or the International Journal of Integrated Care (IJIC). In addition, an 
article describing the role, function and successful elements of OT integration in primary 
care will be submitted to a trade journal such as OT Practice or OT Advance, after 
publication of the program evaluation results.  
 Another effective dissemination strategy is to use social media. Using social 
media such as Twitter ©, Facebook ©, LinkedIn ©, YouTube © and Instagram © can be 
useful to distribute brief focused content. YouTube in particular will allow for more 
thorough dissemination of a single subject or content delivered in a series. Finally, a 
website dedicated to the connection between occupation and health is being constructed, 
and will feature wikis, microblogs and discussion boards, expanded elements for non-
Veterans and young adults, and can direct visitors to additional occupation-based 
resources. Table 5 illustrates the primary dissemination activities by audience.
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Table 5: Dissemination Activities Matrix 
 Activity Primary 
Care 
Clients OT 
P
er
so
n
-t
o
-
P
er
so
n
 
Meetings, consultation, instant messaging, 
email 
X X  
Table display at primary care fairs X X  
AOTA Poster(s) and networking   X 
E
le
ct
ro
n
ic
 
M
ed
ia
 
Electronic newsletters X   
Social Media   X 
Website   X 
W
ri
tt
en
 M
a
te
ri
a
l Tip sheets X X  
Peer reviewed journal article of program 
evaluation 
  X 
Trade journal article regarding VA Long 
Beach primary care OT 
  X 
 
Budget  
 The majority of the dissemination activities require time, and the value of the time 
required can be considered in terms of salary or opportunity cost. In other words, if an 
occupational therapist is promoting OT then the therapist has lost the opportunity to 
provide OT, unless dissemination and provision of services is delivered concurrently. For 
this reason, dissemination of key messages during the course of practice can be a 
powerful and cost-effective promotional strategy. There are incidental costs for printing, 
but conference presentations require more substantial resources. The costs for 
dissemination activities are outlined in Chapter 5. 
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Evaluation  
 Evaluation of dissemination activities will be measured by tracking: 
VA 
• Primary care referrals to OT 
• Veteran self-referrals for VA Everyday Matters 
• Veterans served in primary care OT  
• Primary care or Veteran self-referrals from tabling  
• VA Pulse members 
• VA OTs using the VA Everyday Matters program or modules 
General 
• Articles published 
• Requests for additional information during the AOTA poster session 
Website 
• Visits to the website 
• Comments/discussion posts, blog responses, program downloads 
Conclusion 
 Integration of OT in the primary care setting to provide occupation-based health 
promotion and prevention services addresses a recognized gap in care. On-Demand OT in 
the primary care clinics and referral-based services were established through the course 
of this project. Additionally, an occupation-based self-management program for Veterans 
with chronic conditions was created and implemented, which is the first of its kind in the 
VA system. The goals of this project are to heighten awareness among health care 
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providers and Veterans of the benefits of occupation-based OT health promotion and 
prevention services in primary care, and to provide evidence regarding the effectiveness 
and feasibility of the programs and interventions implemented in this project. As key 
stakeholders begin to realize the role and distinct value of OT in primary care, more 
widespread opportunities will emerge within this practice area. Thus, dissemination is a 
critical element of this project. The dissemination activities outlined in this chapter are 
designed to communicate evidence that informs and leads to policy changes and inclusion 
of OT programs and services in primary care.
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CHAPTER 7 - Conclusion 
 This project focused on designing, implementing and evaluating OT group and 
individual occupation-based interventions as part of a primary care approach for Veterans 
with chronic conditions. Evaluation results of the VA Everyday Matters group and 
individual health promotion and prevention interventions will contribute to the 
understanding of how OT can improve the Veteran’s ability to manage his or her own 
chronic conditions, cope with daily living challenges, identify effective adaptive 
strategies and develop self-advocacy to enable partnering with the primary care provider 
for collaborative health management. The results of this project will highlight a role for 
OT in primary care and confirm the value and inevitability of OT as part of a primary 
care team approach towards improving the health and quality of life for Veterans with 
chronic conditions. 
 What follows is a description of this project’s innovative contributions towards 
realizing the distinct value of OT and its occupation-based interventions for improving 
the health and participation in life roles and society for adults with chronic conditions. 
First is an explanation of the need for an interprofessional team approach in order to 
address both the medical and social concerns of people who are living with chronic 
conditions and the system-wide barriers that obstruct interprofessional collaboration 
efforts. This is followed by a review of the selection and integration of theories to help 
explain the inextricable relationships between the person, task and environment, as well 
as to support the occupation-based approach used in this project. Then, a distinction 
between a prescription-driven and person-driven approach is presented. In addition to 
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implementing prescribed health promoting routines, interventions in this project focus on 
helping each individual recognize the value of everyday occupations in promoting his or 
her own health and sense of well-being. The chapter concludes by suggesting that health 
promotion should include removing the barriers to occupational performance and 
optimizing an individual’s ability to participate in life roles, in his or her communities 
and as part of society. Toward this end, health must be redefined and understood as being 
more than just the absence of disease. If health is alternately seen as a resource for living, 
then the systems and structures should shift to support interventions that optimize 
participation in the environments where people live, play, work and love. 
Innovation in Systems of Care 
 The introduction of Primary Care Medical Homes (PCMH) represents a 
restructuring of current delivery models with the goal of providing holistic, coordinated 
care that is organized at the primary care level. These team-based models are expected to 
be the best way to manage the care needs of persons with chronic conditions; however 
the health professions that comprise the teams often reflect in a way that primarily 
reflects a disease and medical focus and little in the way of a health and person focus, 
even with the inclusion of psychology. Moreover, for purposes of efficiency, large 
systems of care are often structured in a linear assembly line fashion that prevents taking 
a whole-person approach to care (Tuepker et al., 2014).  If the Veteran’s appointments 
are scheduled in a linear fashion it reinforces a disjointed process that is made worse if 
the different health care providers and the patient do not meet as a team to discuss a plan 
of care. The overall implications from the literature review suggest that health conditions 
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impact the person not only physically, but also on a social, emotional and spiritual level. 
Additionally, even individuals with the same health condition can be impacted differently 
and the treatment for one person may not work for another. Therefore, care should be 
organized around the individual and how he or she manages the effects of disease in the 
context of everyday life (Bodde et al., 2013).  
Integration of Theory 
 To address the complex interrelationships between disease, health and 
participation, the integration of several theoretical and practice models were required in 
order to explain these implications and guide the design of a program that reflected the 
findings from the literature. For this project the International Classification of 
Functioning Disability and Health (ICF) was selected to provide an overall framework to 
understand the effects of disease on the whole person in the context of their environment. 
In the ICF, participation in life roles and society is tacitly identified as the goal and 
purpose of being healthy.  
 Like the ICF, the Ecology of Human Performance (EHP) model recognizes the 
influence of context on participation but goes further by identifying performance as the 
desired goal and outcome of a goodness-of-fit between the person in context and the 
constellation of tasks available to that person. The ICF and EHP frameworks both 
emphasize that context must be factored in when considering health promotion or 
improving self-management of chronic conditions.  However, the overall implications 
from the literature indicate that not all activity-based interventions are effective in 
promoting health and participation; interventions that are centered around what an 
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individual needs and wants to do in the context of his or her own life are associated with 
superior occupational performance outcomes and thus have a greater potential to 
influence health and well-being. In fact, a causal relationship between occupation and 
health is suggested in the ICF through the structural relationships between factors. 
 The ICF recognizes the role of environmental factors in creating disability by 
limiting the performance of activities and restricting participation in life roles and 
society. Conversely, this framework also identifies the positive relationship between the 
constructs, whereby personal and environmental factors can facilitate activity and 
participation, which contributes to health. Thus the ICF implies that there exists a 
reciprocal and causal relationship between health and participation (occupation), which is 
reinforced through both the positive and negative aspects of this relationship.  
 The theoretical models used in this project are integrated in a way that underpins 
the distinct value of OT as part of primary care and clarifies the relationship between 
occupation and health, thereby highlighting the supremacy and legitimacy of OTs 
occupation-based approach to health and well-being. The program elements and 
interventions created in this project were principally based on Ann Wilcock’s 
occupational perspective on health. Wilcock (2006) underscores the perspective that it is 
through doing or occupation, and the meaning occupation has for that person, that people 
are able to transform themselves and participate in whatever they see fit. Accordingly, the 
central focus of primary care OT services must be the attention to the life-giving power 
of occupation as a means to enhance health and well-being.  
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The Distinct Value of Occupation 
 An occupation-based approach has distinct value in that it emphasizes active 
engagement, centers on activities that have meaning in the context of a person’s life and 
incorporates each individual’s particular circumstances and experiences when designing 
interventions. Ann Wilcock (2006) explains that on a basic level, doing something or 
engaging in occupation, is motivated by an intrinsic drive to meet our recognized social, 
emotional and biological needs.  As such, we can consider ourselves to be occupational 
beings whose survival depends upon engagement in activity and participation in the 
world around us (Wood, 1998).   
 Primary care OT, in the practice model developed by the author, is concerned 
with identifying and addressing the factors that interfere with the ability to engage in life 
activities. Factors can include performance components such as strength, balance, 
sensation and coordination, or skills like learning adaptive strategies, coping mechanisms 
and personal goal setting. Health education and occupational performance coaching are 
key components of secondary and tertiary prevention approaches and are provided 
individually, in a group format or via telehealth.  It is the occupational therapy 
practitioners’ expertise regarding the significant impact that habits, routines, beliefs and 
environmental influences have on individuals’ health and wellness that will make their 
contribution to primary care unique.  
 The VA Everyday Matters program was developed as part of this project. The six-
week workshop allows Veterans to explore their interests and capacities, develop skills to 
address their health concerns and barriers to engagement, and construct daily routines 
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that are satisfying and optimize wellbeing. This program differs from the usual health 
behavior self-management programs in that it is occupation-based. That is, the foremost 
emphasis is on doing what is important to the individual, as opposed to focusing 
exclusively on implementing prescribed health behavior changes. Occupational therapy’s 
focus on enabling successful engagement in life roles as a means to promote health and 
quality of life can contribute significantly to the health promotion and health management 
role of primary care. Hence, there is a substantial role for occupational therapy in primary 
care working with individuals with chronic conditions, as well as in public health and 
community settings, to address the personal and contextual factors that limit the ability to 
engage in effective self-management and participation in daily life activities (Lambert et 
al., 2007; Noel et al., 2007).   
Focus on the Person 
 Medical management of chronic conditions typically focuses on treating disease 
with medications and encouraging the patient to make lifestyle adjustments such as 
reducing smoking and alcohol use, increasing exercising and eating a healthy diet. 
Typical self-management programs reinforce these interventions by providing health 
education and instruction in action planning to improve self-efficacy and motivation for 
health behavior change. By comparison, in an occupation-based approach interventions 
are directed towards enabling occupational performance in what the person wants to do 
within the context of his or her life. Additionally, goals are selected and actions plans are 
constructed by the individual based on his or her particular circumstances. This 
conceptual difference presents a challenge when advocating for an occupation-based 
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approach to health. 
 It is relatively easy to see the potential relationship between health behaviors such 
as smoking cessation and improved health. When considering occupation as a means to 
improve health it is understood that occupations are not always health promoting. Some 
occupations have a neutral effect on health in that they serve to maintain a current level 
of health, while other occupations adversely affect health and well-being. Thus, when 
enabling participation in occupations that are meaningful to the individual, his or her full 
occupational profile must be taken into consideration in order to address lifestyle balance. 
For this reason, primary care OT as described in this project and the VA Everyday 
Matters modules, includes interventions that help people understand specifically how 
what they do everyday influences the state of their own health. Occupation is not just 
doing, it is about doing what matters, or engaging in what is meaningful to the individual.  
To help clarify the meaning occupations have to each person the VA Everyday Matters 
program promotes exploration of personal values and examining the extent to which a 
person’s daily routines reflect those values.  
Future Implications 
 According to WHO (1986), health is seen as a resource for everyday life, not the 
objective of living. In other words, the goal of becoming healthy is to allow optimal 
engagement in chosen occupations. Occupation refers to everything that people do during 
the course of everyday life.  Thus, an occupation-based approach is concerned with 
restoring health, improving function and enhancing quality of life by helping individuals 
get back to doing what matters to them in the everyday. 
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 By focusing on occupation as a principal intervention and occupational 
performance as the desired outcome, the understanding and definition of health changes. 
From an occupational perspective of health, health is seen as a resource that allows 
engagement in occupations. Occupations provide meaning and a sense of purpose in life; 
consequently, it is through doing that we begin to understand who we are and what we 
are capable of becoming (Wilcock, 1999).  
 In closing, the healthcare system is designed to detect and subsequently treat 
illness and disease. Staffing patterns, policy, reimbursement structures, and performance 
measures are centered around the provider and provision of treatment instead of being 
based on interventions that improve the experience of care and promote the individual’s 
self-perceived health. If the goal is to improve the health and well-being of individuals, 
communities, populations and society as a whole, this nation must begin to redefine the 
meaning of health and how health is measured. For instance, if health were measured by 
quality of life and participation in life roles and society, then actions or interventions that 
optimize performance and life satisfaction would become the desired outcome of 
interventions. From this perspective, the concept of health and health promotion extends 
far beyond taking medications or increasing exercise; it should be understood that 
“Health is created and lived by people within the settings of their everyday life; where 
they learn, work, play and love” (WHO, 1986 p.3). 
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APPENDIX A: Project Phased Objectives 
INTEGRATION 
Objective: Inclusion of 
and rationale for 
occupational therapy 
as part of the PACT 
interprofessional team  
 
Strategies: 
• Explore, identify and dismantle current barriers to 
interprofessional collaboration regarding care management at the 
PACT level (Fortin et al., 2013) 
• Educate stakeholders by describing the function and utility of OT 
as part of an enhanced integrated interprofessional practice 
outlined in the VA PACT Model 
• Explain OT concepts and how they are embedded in the constructs 
of primary heath care (Donnelly, Brenchley, Crawford, & Letts, 
2013) 
• Target conditions contributing to top reasons for frequent primary 
care visits including hypertension, diabetes, osteoarthritis, pain, 
and anxiety  
PROGRAM DEVELOPMENT 
Objective: Delineate 
referral criteria, and 
establish streamlined 
OT referral 
mechanisms or care 
management 
pathways.  Clarify 
roles and OT service 
line and treatment 
approaches. 
Strategies: 
• Clarify OT intervention for patients with chronic conditions, 
difficulty managing lifestyle adjustments needed for improved 
health 
• Clarify OT intervention for patients with chronic pain resulting in 
occupational dysfunction and related psychosocial determinants 
• Explore alternate care delivery mechanisms including 1:1, group, 
telehealth, telephone, secure messaging, home and community 
visits, asynchronous follow-up 
• Identify the OT theoretical basis that 1) prescribes resumption of 
daily activities and engagement in occupation to support health 
and function and 2) includes analysis of patient factors, activity 
demands and performance patterns 
• Create content for OT intervention addressing common daily 
living issues and occupational disruption  
IMPLEMENTATION AND OUTCOMES 
Objective: Identify 
key indicators to 
measure effectiveness 
of OT interventions 
towards principal 
health outcomes 
Strategies: 
• Monitor the number of individual and group visits, as well as 
telehealth and secure messaging encounters 
• Analyze changes in patients’ healthcare utilization to determine 
effects of OT intervention towards healthcare utilization 
• Utilize standardized assessments with pretest and posttest features 
for outcomes measuring daily functioning, patient self-identified 
health status and self-efficacy 
• Monitor satisfaction with OT participation and services, including 
OT’s influence on timely access to care, from the perspectives of 
the primary care providers and patients  
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APPENDIX B: Project Implementation Plan 
 
 
 
 
 
The Role of OT as Part of a Pact  
Team-Based Model 
Project Implementation Plan 
Version 1.0 
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Purpose of the Project Implementation Plan 
 
Occupational therapy (OT) will join PACT in their efforts to provide comprehensive care 
to improve the daily function and quality of life of veterans with complex care needs, 
particularly in the areas of self care, adaptive strategies, community participation, and 
personal health management and self-advocacy. 
The intended audience of the Project Implementation Plan is all project stakeholders 
including Primary Care leadership, GRMEC leadership, and OT personnel. The purpose 
of the implementation plan is to identify key concepts, implementation factors, approve 
of the scope of work and associated timelines. 
Executive Summary of Project Proposal 
 
The national OT professional organization, the American Occupational Therapy 
Association (AOTA), affirms that occupational therapy practitioners are well suited to 
contribute to interprofessional care teams addressing the primary care needs of 
individuals across the lifespan, particularly Veterans living with one or more chronic 
conditions. Occupational therapy practitioners’ distinct expertise regarding the significant 
impact that habits, routines, beliefs and environmental influences have on individuals’ 
health and wellness will make their contribution to primary care unique. 
Newer primary care delivery models have increased the emphasis on management of 
chronic conditions to reduce costs and improve population health. Interprofessional 
team–based models of primary care delivery are expected to be the best way to address 
the dynamic complex needs of the Veterans with multiple chronic conditions, whose care 
accounts for more than 75% of the health care costs, as well as to enhance the health and 
quality of life of the Veteran population as a whole (Centers for Disease Control and 
Prevention [CDC], 2009; Grundy, Hagen, Hansen, & Grumbach, 2010). 
The addition of occupational therapy as part of a coordinated PACT team-based approach 
that promotes collaborative care, shared decision-making, sustained relationships with 
patients and families, and quality improvement activities, is vital to such a comprehensive 
management model.  
 
In addition to the professional objectives related to OT as part of a primary care team 
based approach, there are motivating factors at a facility level.  The current structure at 
the VALBHCS is such that OT can only be accessed through PM&R. While this is 
sensible for those Veterans who are in need of specialized physical diagnostic work-up 
and comprehensive rehabilitation needs, it is not practical for the large majority of 
patients with habilitative or lifestyle based needs that are best addressed by OT within the 
context of PACT. To be clear, within the current model, these patients with lifestyle 
related complex care needs, are not being given access to OT, due to the limitations of the 
existing referral structure. Thus, OT is greatly underutilized in this Veteran population, 
where inarguably, OT could have the greatest impact as part of a comprehensive PACT 
model. Early referral is critical in preventing or limiting factors related to dysfunction. As 
such, by creating appropriate avenues for direct and timely access to OT’s health-
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promoting interventions through Primary Care, PACT comprehensive approaches will be 
strengthened, and the associated demand shift from PM&R may result in modest 
reduction in access delays for Rehabilitation Services. 
Assumptions/Constraints 
It is assumed that all stakeholders are dedicated to the full realization of the primary care 
medical home or PACT model of care, and to do so involves effective interprofessional 
strategies for timely and effective management of patient and population specific 
complex care needs. Constraints in service provision are anticipated to be related more so 
to resource availability barriers, than conceptual disparities, and would therefore be 
resolved in a straightforward manner using a collaborative approach. 
Scope Management 
The initial project includes development of infrastructure, communication and training, 
provision and optimization of treatment space, and staffing planning to support OT 
participation within PACT care pathways. Strategies for continuing analysis of staffing 
needs, role delineation, program emphasis and outcomes management for OT and PACT 
goals are within the project scope. Throughout the course of implementation, OT and 
PACT team members will likely identify peripheral processes (e.g. prosthetics processes, 
or CBOC expansion) not included in the original scope of this project that would benefit 
from redesign efforts. In these instances, each procedure will be examined by key PACT 
and OT personnel and considered for inclusion when relevant. Excluded from the project 
scope is actions related to other Rehabilitation Medicine Services. The success of this 
project will likely underscore additional opportunities for development of a broader 
interprofessional network. 
Deployment Plan 
The project involves deploying occupational therapy services to PACT as part of a team-
based complex chronic care management approach. The following table identifies key 
components. 
Key Components  Detail 
Project Planned and 
authorized to 
proceed to proposal 
development phase 
Completed. Initial project idea approved by Chief of PM&R 
and GRMEC leadership. Approved by VACO OT Discipline 
Lead.  
Clinic Infrastructure • Create and activate OT Consult under Primary Care 
consult tab 
• Create OT PACT appointment clinics 
• Identify credit pair to prevent specialty co-pay  
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Key Components  Detail 
Communication/Ref
errals 
• Identify mechanisms for referrals from PACT providers 
including Physicians, NP’s and RN Care Managers 
• Clarify process for therapist notification of 
referrals/consults 
• Limit OT participation initially to specific teamlets as 
recommended by PC Physician and RN Chief, to facilitate 
problem solving and successful implementation 
• Criteria for pre-scheduled appointment versus “OT-on-
demand” for point-of-service immediate response 
 
Space and 
Equipment 
• Identify treatment location needs for 1:1 assessment, and 
assessment equipment 
• Location for education resources and patient handouts, 
exercise and equipment instructions (obtained/provided by 
OT) 
• Identify small storage space(s) for common demo 
equipment (obtained/provided by OT) 
• Identify space availability for group treatment  
 
Staffing • Determine initial (and ongoing) patient demand, including 
number of patients and care needs/time required per 
encounter for ongoing assessment of staffing needs 
• Assign 1.2 OT FTE at inception from existing GRMEC OT 
personnel. Then 2.0 FTE within 2 months if needed. OT 
Supervisor to redeploy current OT staff and re-allocate 
caseload for initial FTE neutral activation 
• Need for additional staffing will be assessed considering 
Advanced Clinic Access (ACA) strategies, and 
recommendations or options discussed with PACT 
leadership 
• A robust OT professional training program through 
academic affiliates (in existence, with limited funding via 
stipend through the Office of Academic Affairs), will 
enhance OT services and support interprofessional team 
approaches 
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Key Components  Detail 
Identify Key patient 
populations where 
comprehensive 
management is vital 
• Patients with multiple chronic conditions at risk for, or 
experiencing functional impairment and debility 
• Patients with high risk/CANS score for daily living 
strategies to sustain community living and mitigate re-
admissions  
• High cost/high PACT utilization 
• Everyday Matters health promotion program (future) for 
patients at risk for lifestyle related declines in health and 
function. Individualized assessment and 1:1, group and 
community evidenced-based interventions.  Not diagnosis 
specific. 
• Ongoing patient and program needs assessment, to 
determine high impact opportunities, risk reduction and 
health protection models 
Intervention An occupational therapist in primary care can: (Muir, 2012) 
• Assist the physician in health promotion and disease 
prevention by helping Veterans remove barriers to 
engagement in activity and promoting implementation of 
more healthy behaviors; 
• Provide services that support physicians, nurse 
practitioners, and physician assistants in providing holistic 
care, by highlighting how symptoms are affecting daily 
function and participation; 
• Improve patient satisfaction by addressing issues pertinent 
to their day-to-day functioning in the context of home and 
community environments; 
• Provide on-demand interventions for non-complex or 
simple occupational participation issues in order to provide 
immediate relief, and assist with referrals for follow-up 
care as needed; 
• Promoting health and wellbeing self-advocacy, by 
engaging Veterans in self-management activities and 
fostering communication with their providers;  
• Provide group education or intervention sessions to address 
occupation, health and wellbeing issues among the 
populations served; and 
• Facilitate successful hospital to home transitions 
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Key Components  Detail 
Outcomes 
management 
Proximal Outcomes: 
• SHEP/Satisfaction 
• Improved Function-Self Care and Independent Living 
• Enhanced Quality of Life/Health Outcomes- WHODAS 
2.0, EQ5D 
• Self Efficacy-Stanford Chronic Disease Self Efficacy Scale 
(SES) 
Distal Outcomes: 
• Reduced healthcare costs and utilization 
• Reduced hospital admission/re-admissions  
• Reduced wait times and improved access to Primary Care 
MD visit 
 
 
Change Control Management 
OT personnel will receive professional supervision by GRMEC OT Supervisor. The OT 
Supervisor will retain authority over OT professional issues such as scope and standards 
of practice. Any proposed changes to OT tour of duty, or key components listed above 
will be considered in collaboration with PACT leadership, with the intent of supporting 
critical PACT patient care management programs and service needs.  Staffing needs and 
patterns, and administrative processes will be assessed regularly for efficiency and 
effectiveness using a systematic approach including principles of ACA and Lean. 
Indications for process change will be discussed and agreed upon by OT Supervisor and 
PACT leadership. 
Schedule/Time Management 
There exists an urgent need for incorporation of OT into PACT team-based management 
of factors related to preservation of function and quality of life, for Veterans with 
complex chronic conditions. In order to meet this need, tactics are required that allow for 
swift implementation of services. 
Milestones and Schedule 
The table below lists the milestones for initial service enactment, along with associated 
overall time completion estimates. Subsequent incremental process and service redesign 
will be ongoing. 
 
Milestones  Estimated Completion 
Timeframe 
Project tentative approval by OT and PACT  February 2014 
Identify treatment space and equipment needs February 2014 
Create OT Primary Care Consult QTR 2 
Set up OT appointment clinics QTR 2 
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Milestones  Estimated Completion 
Timeframe 
Identify Initial teamlets QTR 2 
Referral mechanisms, target populations QTR 2 
Initiate OT provision of care at PACT point of 
service 
QTR 2 
Interprofessional Education/Role Development QTR-Ongoing 
Specify Outcomes QTR 3 
 
Cost/Budget/Personnel Management 
Initial OT tour of duty will remain as Monday through Friday, 8-4:30. Timekeeper 
functions and leave administration will remain with GRMEC.  Leave will be 
communicated to PACT team members. When considering leave, very effort will be 
made to minimize disruption to services. The current OT personnel are allocated to and 
funded by GRMEC. When considering additional staffing needs, opportunities to gain 
efficiencies within current staffing will first be addressed, and then any remaining needs 
will be pursued as recommended. Office supplies may be provided by Primary Care, and 
demonstration or required assessment equipment may be furnished through either 
GRMEC or Primary Care funds. 
 
Equipment/Admin Need/Have Cost 
Testing of Body Structures and Functions: Strength, 
ROM, Sensation, Gross Visual, Perception, Motor 
Planning, Cognition 
Have NA 
Adaptive Equipment Samples Need <500.00 
Clinic Supplies for immediate home exercise 
programs 
Need <150.00/mo 
Individual patient equipment Need Prosthetics 
Office Supplies including group material Need GIP 
Scheduling/Appointment management Need Shared 
Clinic Supplies for ongoing care: refer patient to 
RMS for management of ongoing rehab needs 
Need Rehab 
IT at Point of Service (phone, PC, Logitech webcam) Need Primary 
Care/IT 
 
Quality Management 
Competency assessment is performed annually or as needed by OT Supervisor for 
professional specific activities. Primary Care process or program components will be 
evaluated by Primary Care, with consultation and collaboration from OT staff and 
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supervisor for interrelated measures. Selected treatment effectiveness outcomes will be 
gathered and communicates to Primary Care designees and leadership. OT will observe 
the applicable and relevant performance and safety requirements pertaining to the 
Primary Care setting, and attend any team-let training and information meetings when 
deemed beneficial. Interprofessional training and development opportunities are 
considered high priority, and every effort will be made to attend and or contribute to such 
efforts. 
Procurement Management 
Primary Care HCG to provide IT equipment and space for point-of-service and On-
Demand-OT/immediate access services. Refer to item 5 above for more detail. In general, 
all patient specific items will be acquired through prosthetics services. Equipment or 
materials related to new programs would be procured through the initiating HCG. Any 
contract services deemed necessary by Primary Care and OT leadership will be arranged 
through Primary Care administration, and negotiated/managed by contracting.  
Compliance Related Planning 
Element Responsibility 
Consult completion within 14 days OT 
Timely documentation and encounter management OT 
Infection control OT 
Mandatory and continuing educational requirements OT 
Licensing and certification OT 
Scheduling/Appointment management Primary Care 
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Project Proposal and Management Plan Approval 
 
The undersigned acknowledge they have reviewed the project related to implementation 
of OT and PACT Project Proposal and Management Plan and agree with the 
approach it presents. Changes to the fundamental aspects of this plan will be coordinated 
with and approved by the undersigned or their designated representatives. 
 
Signature:  Date:  
Print Name: Dr. Anthony Vo MD   
Title: Chief of Primary Care    
 
Signature:  Date: _______ 
Print Name: MaryAnn Child RN   
Title: Chief of Primary Care Patient Care Services   
 
Signature:  Date:  
Print Name: Karen Duddy MHA OTR/L   
Title: OT Supervisor   
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APPENDIX C: VA Everyday Matters Module Sample 
 
 
 
 
Creating health in everyday doing 
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Welcome to the Everyday Matters Workshop. You are taking an important step 
towards learning how to improve your health and quality of life, simply by doing the 
everyday things that matter most to you. As human beings, we feel at our best when we 
can positively interact in the world around us; doing what matters to us in the everyday, 
where we live, work, play, rest, and love.  
Your everyday life experiences are valuable because they have shaped you into 
who you are, defined what is meaningful and important to you, and given you a set of 
skills and knowledge to take on life’s everyday challenges. We invite you to share your 
experiences and learn from the experiences of others during the course of this workshop.  
There are three brief questionnaires to complete at the beginning of the workshop 
and again on the last day. There is also a program evaluation at the end of the workbook. 
Your feedback about the Everyday Matters Workshop will help the Occupational 
Therapy department learn how the program helped you and where we can make 
improvements.  
 
  
Creating health in everyday doing 
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Introduction to How Our Everyday Routines Influence Our 
Health 
 
What you’ll learn: 
 
• What is occupation? 
• How what we do everyday influences our health 
• How our health influences what we do 
 
Definition of Occupation 
 Occupation refers to everything that people do during the course of 
everyday life.  Each of us has many occupations that are essential to our health and 
well-being.  Occupational therapists believe that occupations describe who you are 
and how you feel about yourself 1.  
 Throughout our lifespan, how we choose to spend our time is shaped by 
personal interests, desires and values, and is influenced by 
our particular circumstances and experiences. An 
occupation always reflects the unique characteristics of 
the individual and has some degree of personal meaning. 
Through looking at patterns of doing over time, we begin to 
understand our personal narrative-the story of who we are, and 
what we desire to become. 
Let’s begin to construct our personal story by creating a role and occupation 
timeline. 
  
                                                        
1 Canadian Association of Occupational Therapy definition of OT. www.caot.ca 
Discussion:    
Think about your 
everyday 
occupations. Are 
you able to do the 
things you need and 
want to do? 
I am a great 
Grandpa and I 
make furniture 
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Role and Occupation Timeline 
 
What you’ll learn: 
 
• Our experiences, values and beliefs shape who 
we are and what we choose to do 
• Time use is largely influenced by roles, rituals 
and occupations 
• What we do influences our health and over 
time, becomes a lifestyle 
 
All living beings have at least two things in common…we experience birth, 
and at some point we experience death. What occurs between those two 
gateways is uniquely our own. This is because we perceive things differently, 
and even the same event holds distinct meaning and value for each person.  
 
While we all experience a day as 24 hours, our 
individual experiences and what we do during that day can 
be vastly different, as different as our values, attitudes and 
beliefs! Also, our roles and occupations guide our behavior 
and influence how we organize our time. For example, a full-time student 
goes to classes during the day and studies at night. A salesman contacts 
customers during working hours whereas a writer can write whenever he or 
she is feeling creative. So it’s the things that we choose to do - our 
occupations, roles and routines – that make us different from each other, 
define who we are and give us a sense of identity. 
Take a moment to complete the next activity on roles and occupations. 
 
Discussion: 
How did your job 
and roles effect 
who you are 
today? What are 
your current 
roles? 
Kid
Adult 
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Role and Occupation Timeline 
 
What you’ll learn: 
 
• There are common roles in society such as 
being a “father”, or “spouse”, but not 
everyone agrees on what makes someone a 
good father or spouse. 
• Our job or occupation can be meaningful to 
our lives. What does it mean to be a Veteran? 
 
Take a moment to consider your role and occupational timeline in the 
space below. Consider the following common roles and occupations, and 
whether any of these are meaningful or important to you. Add your own to 
this list! Which roles influence how you spend your time today? Role is more 
about identity, and occupation is about the set of activities required to fulfill 
that role…sometimes they are one in the same! 
Roles      Occupations 
Parent Employee  Housewife Nurse 
Boss Mentor  Retiree Volunteer 
Friend Veteran  Fisherman Veteran 
Patient Team leader  Gardener Caregiver 
 
• Starting on the far left, consider what you did when you were younger. 
How would you have described yourself…a student, volleyball player, 
class clown, band member?  
• Write in the important roles or occupations along the way. 
• Take the opportunity to discuss your most important roles with the group, 
and keep in mind that not all the important things we do are fun or 
satisfying; they can also be stressful at times (i.e. caregiver)
Discussion: How 
much does culture 
influence 
expectations about 
how we should 
behave, and how we 
should spend our 
time? 
Kid Adult 
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Everyday Doing-Daily Routine 
 
What you’ll learn:  
 
• How you usually spend your time 
• How satisfied you are with your typical routine 
• Your best times/days to add things you want to do 
 
Activity: 
• List what you do in a typical day and the approximate timeframe 
• Select 2 weekdays if your days vary, and 1 weekend day 
 
 Circle- M  T  W  TH  F Circle- M  T  W  TH  F Circle-  Sat   Sun 
6:00 am    
7:00    
8:00    
9:00    
10:00    
11:00    
12:00    
1:00 pm    
2:00    
3:00    
4:00    
5:00    
6:00    
7:00    
8:00    
9:00    
10:00    
11:00    
12:00     
1:00 am    
2:00    
3:00    
4:00    
5:00    
Discussion: Are 
you able to do the 
things you need 
and want to do? 
What causes the 
changes in your 
routine 
throughout the 
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One Minute Closing 
 
What you’ll learn: 
• Not every topic or suggestion applies to 
all of us…you decide what meets your 
needs and specific lifestyle 
• Thinking about what you would like to 
accomplish, even if it’s something small, 
helps you achieve your objective 
 
Activity: 
• Take a few minutes to complete the two statements below   
 
 
One thing I learned today is: 
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 
 
What I would like to accomplish next week is: 
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 
 
Thank you for your participation today. See you next week!  
 
 
 
Thoughts: It’s good 
to take a moment 
and think about what 
was important to you 
today. Did you learn 
something new about 
yourself? 
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Further Reading: Occupation Influences Health 
Often people think of ‘Quality of Life’ as being able to do what we need 
and want to do. Similarly, if we’re able to easily accomplish the things that 
matter to us, we feel healthy, both physically and mentally. In fact, the World 
Health Organization (WHO) understands this connection between what we 
do, how we feel about what we do, and our health and quality of life. In it’s 
Ottawa Charter (1969), the WHO asserts: 
“To reach a state of complete physical, mental and social well-
being, an individual or group must be able to identify and to 
realize aspirations, to satisfy needs, and to change or cope with 
the environment”.  
 
But what happens if we can’t participate in basic activities or our desired 
occupations? Can we adapt? Do we give up the things we like to do? Get 
someone else to do things for us? 
Health Influences Occupation 
 
Illness, injury, pain, depression, 
anxiety-these all interfere with our daily 
routines and everyday matters. When 
illness becomes long term, we begin to give 
up some of things we previously enjoyed, 
especially in situations where our basic self-care takes great effort. If we’re 
not careful, before we know it we’ve stopped doing many of the things that 
used to be so important. So if meaningful occupation can help support health, 
and ill-health can reduce occupation, it follows that re-engaging in meaningful 
occupation can improve health and quality of life. For this reason, what we do 
Everyday Matters. The WHO supports this idea by stating:  
 
“Health is created and lived by people within the settings of their 
everyday life; where they learn, work, play and love”.
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Goal Review 
 
At the end of the session last week you chose something you wanted to 
accomplish over the following week. Please indicate what you wanted to 
accomplish below. 
 
Goal(s) for last week:  
1.  
2.  
3.  
 
On a scale of 0 (not satisfied at all) to 10 (totally satisfied), 
please rate your performance in meeting your goal(s) 
 
1. 
2. 
3. 
 
Did you encounter obstacles? If so, what was the outcome? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Name_______________________________________________ Date_______________________ 
 
 
***Please give this form to the group leader*** 
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Introduction to Life Balance  
 
What you’ll learn: 
 
• We do a variety of different activities 
throughout the day, but do they add up to 
being balanced? 
• Health is often equated with life balance. 
Life balance is often equated with being able to 
spend enough time doing what is most important to us   in the 
in the various aspects of our lives. 
 
Activity: (worksheet is on the following page) 
 
Occupations can be divided into categories like COGNITIVE (i.e. crossword 
puzzles), PHYSICAL (doing yoga), SOCIAL (meeting a friend 
for coffee), PRODUCTIVE (doing laundry) or SPIRITUAL 
(worshipping or meditating). Occupations can also be 
considered in terms of our roles or identities and be 
reflective of life stages (i.e. student, worker or retiree). If 
there is so much variation, how can a concept like “healthy 
lifestyle” or “life balance” be measured? While there are some basic standards 
such as a balancing work, rest and play, exactly how our occupations and 
routines are selected and experienced is based on what is meaningful to each 
individual.  
In the next activity we will explore our own life balance by first identifying 
categories, roles or identities that represent how we organize our actions and 
routines, and then we will reflect on how much attention we give to each of 
these important areas of our lives. Do any of these wheels appear balanced?                      
   
Discussion: Having 
a balanced lifestyle 
is vital for our 
physical and mental 
health. What is your 
idea of a balanced 
life? 
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Life Balance Wheel (adapted from mindtools.com) 
 
 
1. Start by brainstorming up to 8 dimensions, aspects or life roles that are 
important to you. Then write them down on each spoke of the life wheel. 
2. Finding the right balance of attention for each of these dimensions can help 
increase a sense of health and wellbeing.  
3. Different areas of your life will need different levels of attention at different 
times. So the next step is to assess the amount of attention you're currently 
devoting to each area. Consider each dimension in turn, and on a scale of 0 
(low) – to 10 (high), write down the amount of attention you're devoting to 
that area of your life. Mark each score on the appropriate spoke of your Life 
Wheel.  
4. Draw a line around to join up the marks around the circle. Does your wheel 
look and feel balanced?  
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Goal Setting and Action Planning 
 
What you’ll learn: 
 
• Identifying a goal helps us focus on what 
matters the most to us  
• Developing a specific action plan increases 
our chances for success 
• It doesn’t have to be difficult or big, it just has to 
be important to you 
 
Activity: 
• Think of a goal(s) you would like to accomplish over the next 7 days, and 
write it in the space below under “Goal”. 
• Under “Action Plan”, indicate specifically how you will achieve that goal. 
It is important to be as detailed as possible. This increases your chance of 
success! 
• Lastly, on a scale from 1-10, 1 being not confident at all, and 10 being 
extremely confident, indicate your level of confidence in achieving this 
goal. We will discuss confidence level as a group. 
 
What I would like to accomplish next week is: 
GOAL ACTION PLAN CONFIDENCE 
Example: I will walk 5/7 
days this week 
I will walk right after I get 
home from work and put on my 
walking shoes. I will walk from 
my home and do 1 lap around 
the elementary school 
6 
  
 
 
 
 
 
 
 
 
 
Ask yourself: 
What goals have I 
set for myself in 
the past that I 
achieved? What 
helped me achieve 
them? 
  
 
1
3
5
 
APPENDIX D: Logic Model 
Inputs Resources  Problem Theory  Activities  Outputs    Outcomes 
            
 
 
Program Clients 
Direct-Veterans with 
MCC and families 
Indirect -PACT Providers 
-Patient Advocate Office 
-PM&R MD’s 
-Health Promotion 
Disease Prevention 
(HPDP) program 
 
Program Resources 
 
Staffing- 1 OT already 
on staff assigned to 
PC, 1 OT as needed to 
run the group 
Technology- hosted by 
the VA, webcam, 
medical record 
Space- Group room and 
exam room available 
Office Supplies-Provided 
by organization 
 
External/Environmental Factors: (facility issues, economics, public health, politics, community resources, or laws and regulations) 
1) Recruitment difficulty: structure of primary care provider visits inhibits referral opportunities. 2) Patients have difficulty with parking. 3) Very little space 
for practice/space is competed. 4) Culture of the VA presently: focusing on political issues and hot topics, not on expansion or ancillary services. 5) 
Facility systems are embedded in the medical or disease model of care. 
Nature of the Problem 
- MCC lead to functional 
impairment and declines in 
health and high-cost care 
utilization if needs aren’t met 
-PC can’t meet these needs 
alone. 
-OT can help address pt. self 
care needs  
 
Program Theory 
Ecology of Human Performance, 
Human as an Occupational 
Being, and Health Action Process 
Approach (HAPA): These theories 
will be used to inform the 
occupation-based approach, 
guide the development of the 
interventions and course content 
structure to meet the needs of the 
Veterans. 
Motivational Interviewing will also 
be used to help Veterans identify 
goals, strategies and develop 
self-agency 
Interventions and Activities 
-Screenings and on-demand OT 
in primary care 
-VA Everyday Matters 
occupation-based self- 
management program 
- Individual occupational 
performance coaching 
- Home/telehealth visits  
-Special Topics Groups i.e. 
chronic pain, fall prevention 
-Dissemination activities 
 
Short-Term 
Outcomes 
-Improved 
reported overall 
health 
-Increased self 
rating of Health 
Related Quality 
of Life  
-Increased 
patient perceived 
self-efficacy  
 
 
 
Intermediate 
Outcomes 
-Pt’s will identify 
barriers and 
develop self-care 
management 
strategies and  
-Increased 
engagement in daily 
occupations 
-Accomplishment of 
personal action 
plans 
 
Program Outputs 
-# of consultations from 
primary care 
-# of individual visits 
-# of health promotion or 
special topic groups 
-# of telehealth visits 
-# of patient handbooks 
produced and distributed 
-cost per 6 week group 
-Therapist time required 
 
Long-Term 
Outcomes 
-Improved access in 
primary care 
-Decreased cost of 
care 
-Reduction in 
unnecessary 
hospitalizations 
-Reduction in 
unscheduled PC visits 
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APPENDIX E: Program Questionnaire 
 
 
 
 
 
Program Questionnaire 
 
Thank you for participating in the Everyday Matters Workshop. The overall aim of 
the program is to increase participation in everyday activities that you need or want 
to do. We feel at our best when we can positively interact in the world around us, 
doing what matters to us in the everyday, where we live, work, rest and play. Your 
experience and opinions of the program are vital. Please take a moment to tell us 
what you think and your recommendations for change. Your responses will remain 
confidential. 
 
Please indicate the importance of the following program activities or concepts, from 
not important at all to extremely important. Place a mark along the line to indicate 
your rating. 
 
1. Setting and reviewing goals each week 
 
 
 
 
 
2. Writing down your hourly daily routine 
 
 
 
 
 
3. Creating your personal timeline 
 
 
 
 
 
4. Developing your balance wheel 
 
 
  
Creating health in everyday doing 
Not 
Important 
at all 
Extremely 
Important 
Not 
Important 
at all 
Extremely 
Important 
Extremely 
Important 
Extremely 
Important 
Not 
Important 
at all 
Not 
Important 
at all 
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5. Learning about occupations and how we structure our day 
 
 
 
 
 
6. Adaptation game- using drawings on cards to create stories of adaptation 
 
 
 
 
 
7. Understanding our “doing needs” 
 
 
 
 
 
8. Creating your future timeline and ideal day 
 
 
 
 
 
9. Learning ways to communicate with your doctor 
 
 
 
 
 
 
Please provide your responses to the following questions: 
 
10. Are you doing anything differently in your daily routine in response to this 
course? If so, what? 
 
 
 
 
 
11. Which aspect or feature of the course did you feel was most useful? 
 
 
Not 
Important 
at all 
Extremely 
Important 
Extremely 
Important 
Extremely 
Important 
Not 
Important 
at all 
Not 
Important 
at all 
Not 
Important 
at all 
Not 
Important 
at all 
Extremely 
Important 
Extremely 
Important 
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12. What about the workshop did you feel was least useful? 
 
 
 
 
13. What changes would you recommend?  
 
 
 
 
 
14. Do you feel that what you’ve learned will help you better manage your health?  
 
 
 
 
 
15. Are there any other comments you would like to provide? 
 
 
 
Not at all Quite a bit 
Thank you again for joining us in the Everyday Matters 
Workshop, and sharing your feedback on this experience. 
Please don’t hesitate to contact us if you have any further 
questions or comments. 
Tom, Dorene or Karen –Occupational Therapy  
562-826-5512 
WHAT MATTERS TO YOU? 
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APPENDIX F: Program Costs  
 
Estimated Costs per Year-VA Everyday Matters Workshop 
 
Budget Item Unit Cost Cost Year 1 Cost Year 2 Total
Room/Space for program $0 No addl. cost No addl. cost $0
Brochures/Flyers-200 $.30 each $60.00 $90.00 $150
Participant Manuals $7.50 each $600.00 $960.00 $1,560
Flip Charts-4 $12.00 each $48.00 $72.00 $120
Pens/Markers per group $15.00 $150.00 $240.00 $390
Provider Manuals $25.00 each $50.00 $50.00 $100
Refreshments per group $25.00 $250.00 $400.00 $650
Administrative Support-hour $15.00 $150.00 $240.00 $390
Phone/Computer/Internet No addl.cost No addl. cost No addl. cost $0
Staffing- 24 hours per provider per group $1,150.00 $11,520.00 $18,432.00 $29,952
Total $12,828.00 $20,484.00
Total Estimated Costs $33,312
Year 1-10 Workshops, Year 2-16 Workshops
Estimated Costs per Year - Everyday Matters Workshop
 
  
 
140
APPENDIX G: Executive Summary  
Primary Care Occupational Therapy:  
An Occupation–Based Approach for Veterans With Chronic Conditions 
Executive Summary 
Over time, having multiple chronic conditions (MCC) can lead to functional 
impairment, difficulty managing day-to-day self-care challenges and isolation 
(Marengoni et al., 2011). With half of all American adults having at least one chronic 
condition, and almost one in three having multiple conditions, treating chronic disease 
has become a dominant feature of healthcare in the United States for both the Veteran 
and civilian populations (“Chronic Disease Prevention and Health Promotion | CDC,” 
n.d.). 
According to the Centers for Disease Control (CDC), chronic conditions are 
associated with lifestyle patterns and habits; thus, physician treatment often includes a 
prescription for lifestyle modification such as smoking cessation, weight loss, exercise 
and reduced alcohol consumption. Many individuals experience difficulty making 
lifestyle changes, even more so when functional limitations are present that are already 
interfering with performance of everyday activities (Alcorn & Broome, 2014).  The new 
primary care team models are designed to promote collaborative care, shared decision-
making, and sustained relationships with patients and families, and are expected to be the 
best way to address the dynamic complex needs of persons with MCC (Piette et al., 
2011). Still, providers find themselves unable to assist with lifestyle change issues due to 
other disease management priorities including, entering referrals, ordering screenings, 
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completing documentation and fulfilling performance measures (Kennedy et al., 2013; 
Tuepker et al., 2014; Zulman et al., 2014). This leaves the provider little opportunity to 
effectively address personal concerns or lifestyle-related factors that influence health and 
adoption of healthy behaviors.  
The new primary care medical home (PCMH) models specify a team-based 
holistic approach to care, yet the care processes continue to typify provider-centered, 
acute, reactive and episodic care delivery models. This disease-focused practice model 
does not adequately address the daily living challenges common among patients with 
chronic conditions (Nuño et al., 2012). Despite the recognized limitations in time and 
resources in the clinic setting, primary care providers are still expected to provide 
comprehensive care to patients and families, which includes both modern preventive care 
as well as chronic illness management (Piette et al., 2011). This author proposes that 
including occupational therapy in primary care programs to address the lifestyle and 
performance needs of Veterans with chronic conditions can meet the need for more 
person-focused care approaches. 
Occupational therapists address the lifestyle and contextual factors that influence 
health by considering the transactional relationships among the person, task and 
environment, making them well suited to design interventions that enable successful 
participation in desired roles (AOTA, 2014; Dunn et al., 1994; Kramer et al., 2003; 
Wilcock & Hocking, 2015). It is proposed that OT should therefore take a greater role in 
promoting health, wellbeing and quality of life through enhancing occupational 
performance at the primary care level in the form of secondary and tertiary prevention 
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(Frenchman, 2015; Killian et al., 2015).  
Four specific objectives were defined for this project. They are: (1) to establish a 
collaborative relationship with PACT providers at the VA Long Beach and define a role 
for OT in primary care, (2) to highlight best practices and the potential value of 
occupation-based interventions, (3) to develop and implement occupational therapy 
services in primary care at the VA in Long Beach, including a pilot of the occupation-
based health and well-being group for Veterans with chronic conditions called VA 
Everyday Matters and ultimately, (4) to illustrate the importance of providing OT at the 
primary care or prevention level both within and outside the VA, to influence health 
through engagement in meaningful occupation. This executive summary is organized 
relative to these four objectives. 
Establish a Relationship with PACT 
A concept meeting with the key stakeholders in primary care, the primary care 
Physician and Nurse Chief was arranged to discuss the benefits and opportunities for OT 
to work with PACT to enhance services for Veterans with chronic conditions. The 
concept was positively received and a request was made for an implementation plan or 
business proposal. Additional meetings were arranged with the Primary Care Nurse Chief 
to identify barriers, facilitators and to identify OT function optimally in ways that will 
improve timely access to primary care services by Veterans. These discussions resulted in 
developing process maps that outlined how OT would be consulted and specified that OT 
would focus on providing secondary and tertiary prevention programs and interventions 
for Veterans with chronic conditions. These strategies listed for integration, program 
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development and target outcomes were included in a formal business plan proposal, 
which was subsequently approved in its entirety by key stakeholders in primary care. 
Highlight Best Practices and Value of Occupation-Based Interventions 
The central focus of an occupation-based approach is the Veteran or client. The 
occupational therapist partners with the client to identify occupational performance 
issues, then it is usually the Veteran who develops the strategy and takes ownership of the 
change. The distinct value of OT in primary care is exemplified in this client-driven and 
occupation-based approach. The aim of the interventions is to enhance occupational 
performance. Towards this aim, the EHP framework and health behavior change theory 
are used to guide the OT interventions and lead to improvement in performance skills and 
capacity for engagement in meaningful occupations. Everyday activity or occupation, 
provides the mechanism for social interaction, strengthening of physical capacities and 
development of identity (Wilcock, 2006). The effect of improved occupational 
performance can be demonstrated via measurable outcomes such as self-efficacy, quality 
of life and satisfaction with participation. The importance of everyday activity in health 
promotion or the life-giving power of occupation is the principle tenet and feature of 
primary care OT services and programs created as part of this doctoral project. 
Develop and Implement OT Services and Programs in PACT 
The author developed and implemented occupation-based OT services and the 
VA Everyday Matters workshop to demonstrate that occupational therapy (OT) should be 
included as a vital component of a primary care effort aimed at meeting the complex 
needs of Veterans with chronic conditions.  Health behavior theory and occupational 
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therapy models informed the role of OT in primary care and the development of the 
workshop.  
 Primary care OT services are now being implemented at the Long Beach VA. 
They are delivered in three formats, 1) On-Demand, 2) Consult and 3) Health Promotion 
Groups. Immediate or On-Demand access to an OT practitioner during the primary care 
visit can be considered a brief consultative model with the goal of addressing or resolving 
specific occupational issues through task specific training. Consult for primary care OT 
services delivered by appointment in the OT clinic instead of on-demand in the primary 
care exam room is currently the most often used process for initiating OT services in 
primary care at the VA Long Beach. VA Everyday Matters is an occupation-focused 
group designed to help Veterans with chronic conditions make desired changes in their 
daily lives.  The goal of the group is to guide Veterans to understand the relationship 
between what they do everyday and their health, and how they can get back to doing 
what matters to them. The group intervention is based on the premise that individuals can 
positively influence their own health and well-being through engagement in “occupations 
that are healthful, meaningful and sustainable to an individual within the context of his or 
her current life circumstances” (Matuska & Christiansen, 2008 p. 11). The content of the 
VA Everyday Matters program draws from current disease self-management models, and 
is informed by Ecology of Human Performance (EHP) framework, goal setting and 
behavior change theory such as Health Action Process Approach (HAPA) and is 
reflective of an occupation-focused approach to health promotion and well-being. 
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Illustrate the Value of Providing OT Services in Primary Care 
The objectives of the overall primary care OT program are to: improve the 
Veteran’s ability to manage their chronic conditions; cope with daily living challenges; 
identify effective adaptive strategies; and develop self-advocacy to enable partnering with 
the primary care provider for collaborative health management. The long-term objectives 
are to improve health behaviors and quality of life, reduce medical costs and 
unanticipated hospitalizations. Though the long-term objectives are considered outside 
the scope of this evaluation plan, they are included and considered in terms of future 
implications. 
The use of an occupation-based approach represents an innovative change in how 
health promotion is conceptualized and delivered in the traditional primary care setting. 
The immediate and long-term outcomes of this project will have important implications 
for occupational therapy practice and will contribute to a growing body of knowledge 
about the health promoting effects of occupation. Findings from the program evaluation 
will be disseminated throughout the VA and will inform the continued development of 
innovative ways occupational therapy and primary care can partner to optimize function 
and quality of life for at-risk Veteran populations. 
In summary, including occupational therapy in primary health care at the Long 
Beach VA is consistent with the evidence and positively contributes to a comprehensive 
patient-centered interprofessional approach to care as outlined in the ACA and PACT 
literature. The VA Everyday Matters program and the constellation of primary health 
care OT services are the first of it’s kind in the VA. Successful implementation and 
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positive outcomes will lead to improved health and quality of life for the Veterans served, 
and provide an impetus for expansion of OT services within the VA and ideally 
throughout the US.
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